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By J. Bruce HAMILTON, 
Hobart. 


Tus is the last occasion on which I shall be able to 
speak to you Officially as president. It is the termination 
of a presidency which I have greatly enjoyed, and I thank 
you for the great honour you have done me. 

I think today, instead of dealing with some abstruse 
clinical condition, or surveying modern medicine with a 
telescope, that I would like rather to review the past 
twelve months, dealing firstly with medical politics in the 
world at large, and then with our own local Branch 
decisions. I feel that reflections on the past often give us 
a better perspective of the future, and at this time more 
than at any other time, our ideas about the future should 
be crisp. 

The British Medical Association in England. 

My year of office began in February, 1948, when the first 
plebiscite had been taken by the Parent Body of the British 
Medical Association, and had shown an overwhelming 
majority against the government plan to nationalize the 
medical profession in Great Britain. A second plebiscite 
reversed this decision in April. 

In July last year the English scheme came into operation, 
and from what I have gathered from innumerable letters 
I have received from England since Christmas time, the 
medical services in Great Britain are both chaotic and 
Gilbertian. A letter entitled “Unhappy Doctors” appeared 
in the London Daily Telegraph on December 8. It recalled 
the simultaneous requests of a patient: “I want some 
spectacles, a thermos flask, new corsets and a bottle of 
aspirins.” The racket in spectacles is already costing the 
nation £15,000,000 per annum. 

1Prepared for the annual meeting of the Tasmanian Branch 
Ri oeed British Medical Association on February 26, 1949, at 
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IMPORTANT NOTICE 


Health in the United States. 

year the President of the United Stat 
Oscar R. Ewing, the Administrator of the 
United States Federal Security Agency, to report on the 
possibility of raising health levels in the United States 
The requested report was published on September 2, 1948, 
and it contains much the same conclusions as those whicl 
were arrived at by the Federal Council of the British 
Medical Association in Australia in 1943. We must here 
remember that then the American presidential 
election has been fought and won by President Trumar 
and was a great personal triumph. In correspondences 
which I have received from the United States recently, it 
is believed that some form of a national health scheme 
will soon be submitted by him. My correspondent writes 
as follows: “You may think that such a scheme would be 
bad in Australia. It will be horrible in the United States 
because we have so many diverse elements in our country.’ 


National 
Early last 
requested Mr. 


since 


National Health in New Zealand. 

The National Health Scheme in New Zealand, intr« 
duced soon after the beginning of the 1939-1945 war when 
many of the medical men were away in the forces, has led 
to nothing but unhappiness and extravagance throughout 
the Dominion. Since the scheme was begun, the cost of 
medical benefits has risen from £1,000,000 in 1942 te 
£2,200,000 in 1948, while that for free drugs rose from 
£563,247 to £1,558,350 in the same period. The Britis} 
Medical Association in New Zealand approached _ th¢ 
Government and asked for a conjoint committee to 
investigate the whole of medical practice in New Zealand. 
The Government acquiesced and the report has recently 
been published. One of its recommendations, you will be 
interested to hear, is that free medicine will have to go. 


South Africa. 
The great triumph of the three Transvaal Branches of 
the South African Medical Association over the action of 
the dictatorial provincial Government of the Transvaal 
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is very heartening news to their Australian colleagues. 
Free out-patient and in-patient services in all Transvaal 
hospitals, which was introduced in 1946, is to be abandoned 
by the Government, and instead free service is to be the 
prerogative of the indigent poor only. It is certainly not 
too late for the Federal Council of the British Medical 
Association in Australia to review the working of the 
free public hospital services in Australia and to consider 
whether the continuance of such a system is a justifiable 
expense to the taxpayers of Australia. No medical or 
surgical treatment should be beyond the means of any 
citizen. If he can substantiate a claim of poverty, then 
the Government should provide for his needs; but free 
treatment for everyone is a situation of another kind, and 
not so healthy. 


Australian Schemes. 

Twice during my presidency the Federal Government 
tried to foist free schemes on the medical profession of 
Australia without any success. The first was The Pharma- 
ceutical Benefits Act which the Federal Council rejected, 
and which was rejected by public opinion also. The key 
to this public attitude was the fact that prescriptions had 
to be forwarded by chemists to a government department 
to be scrutinized by the clerical staff. The public felt 
that this was a breach of medical confidence, and rightly so. 


The second measure was the National Health Service 
Ao! recently presented to the Senate by the Minister of 
Health, Senator N. E. McKenna. This Act passed both 
Houses without amendment, but also was rejected by our 
Federal Council after the opinion of all the Branches had 
begn obtained. The Federal Government has replied that 
it will continue the scheme without further consulting 
the British Medical Association. But I think that it has 
forgotten one of the most important factors in the case, 
and that is again public opinion. It is my belief that 
public opinion will again be with the medical profession, 
because in this scheme also its members’ medical records 
must be open to inspection by departmental Officers, and 
the public will similarly object to this breach of pro- 
fessional secrecy. Public opinion is a factor which the 
present Federal Government seems to hold in disregard; 
but it must remember that there are only nine months 
before another Federal election, and that members of the 
Government are the servants of the public and not their 
masters. Another force which may deter the Federal 
Government from implementing the National Health 
Service Act is the enormous cost of the British Act, which 
to date is terrifying in its extravagances. 

Because of these two controversies the medical profession 
in Australia is now more welded together than ever it 
was before, and I should say that the British Medical 
Association’s strength in Australia has increased over- 
whelmingly in the last twelve months, and the public 
respect for it has been likewise enhanced. So long as we 
have wise councillors at our head we have little to fear. 
As I have said to you before, Professor Frank Walsh, of 
Johns Hopkins Hospital, one of the guests at the Sixth 
Australasian Medical Congress in Perth, said to me before 
leaving Australia that the two things which to him stood 
out in Australian medicine were the high esteem in which 
the medical profession was held by the public, and the 
great work which the elders of the profession were doing 
for the younger men. 


Tasmanian Branch. 


Now let us return to our Branch. At your annuai 
dinner last February, I said that it would be my object 
during the twelve months of my term of office to see that 
every member of the Branch knew exactly what its Branch 
Council and President were doing, and to create a liaison 
within the Branch by the introduction of more divisional 
meetings and the monthly publication of newsletters. Two 
major things have therefore emerged. Firstly, the Southern 
Division has been resuscitated, and further a north- 
western group of medical practitioners has been formed. 
I was present when the Northern Division was first under- 
taken in 1926. I was present when the Southern Division 
was resuscitated in 1948 after a long hibernation, and also 
I attended the inauguration of the north-western group 





in November, 1948. So my association with the formation 
and reformation of the divisions and groups in the 
Tasmanian Branch has been fairly intimate in the last 
twenty-two years. 

The second thing which we did was to send you the 
monthly official newsletters of the Branch, ten issues of 
which you have received during the year. This has meant 
considerable effort on the part of many members of the 
Branch Council and has also been a fairly heavy task 
for Mr. Casey and his office staff, and we thank them for 
getting them out so expeditiously. I do not think that 
individually members of the Branch Council have ever 
worked so hard before as they have during the past twelve 
months. 

May I refresh your memory about a few further items 
which your Branch Council has accomplished in the past 
twelve months? ‘ 

1. It has set up a liaison between the State Library 
of Tasmania and itself, and the State Library is now 
beginning to receive the periodicals recommended early 
last year. These will be free to all members of the medica! 
profession in Tasmania, and will in no way interfere with 
the activities of the John Ramsay Library in Launceston— 
each is supplementary to the other. The newsletter from 
time to time has given you the relevant details. 

2. Also, liaison has been made with the Victorian Branch 
Library in Melbourne, and reciprocal arrangements have 
been concluded whereby.Tasmanian members may obtain 
books with the same privileges as the Victorian members 
now enjoy. 

3. During the year the ethical rules of the Branch were 
debated and altered at a special meeting. The rules of 
the divisions were completely revised and a subcommittee 
is now in the process of reformulating the rules of the 
Branch which were last printed in 1933. Members have 
been asked, through the newsletter, to send in any sug- 
gestions, but very few have responded, which makes the 
subcommittee’s task much heavier. 

4. The Branch Council has on many occasions discussed 
the desirability of having a headquarters in Hobart, and the 
preliminary spade-work has been done. Dr. Darcy Williams, 
of Sydney, who was a visitor to Hobart last February and 
a guest at our annual dinner before his departure, 
generously offered a donation of £100 towards the building 
fund. This has now been received. Since then we have 
had a legacy from Dr. George Walker’s estate of another 
£100, and with these two sums your Council has started 
a separate banking account known as the headquarters 
account. Further, we anticipate that in the near future 
a considerable sum of money may become available, but 
despite many efforts of the Branch Council we have been 
unable to obtain a suitable building in Hobart. We are 
very handicapped here without a British Medical Associa- 
tion headquarters. After all, although the Tasmanian 
Branch is a small Branch numerically, it must be 
remembered that a great deal of business, chiefly from 
the Federal Council, comes through the Branch. The 
work is much greater in proportion to the Branch’s 
numerical strength. A Branch headquarters is not a 
dream, it is a necessity, and any member who would lik« 
to give a donation or take out debentures to assist us to 
establish it would be a benefactor. 


5. The annual subscription of the Branch, after much 
deliberation, at a special meeting held in Hobart in 
November, was raised to £8 8s. for each ordinary member. 
This was essential, for we had to apply in 1948 to the 
Federal Council for a special grant of £200 to balance the 
Branch accounts to date. The secretariat now costs us 
£5 per week, and the Branch also decided to pay the 
travelling expenses of members of the Council at the rate 
of service car fare plus 30s. per night away from home. 
The increased Federal Council capitation fee to £1 1s. was 
a further burden to be met. Fortunately there was no 
demur from our members, who realized that the increase 
was essential to maintain our individuality, and also it 
was a deduction from income tax. 

6. Your Council early last year formed a Publicity 
Committee from amongst its members. This committee 
has been active and has done good work; but I feel that 
its duty is not only to refute any erroneous statement 
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made to the Press by a minister, but also to put the 
medical profession’s case clearly to the public from time 
to time. Your opinion of such a committee may vary from 
mine, and if members think the scope of the Publicity 
Committee should be enlarged, then they must say so. 


Conferences with the Minister. 

Many conferences have been held by the Branch Council 
during the year with the former Minister of Health, the 
Honourable A. J. White, and the present Minister of Health, 
Dr. David Turnbull. These conferences have been most 
fruitful, and dealt (amongst other things) with the 
emergency obstetric service in Hobart and Launceston. 
The fee of £5 5s. for the first hour and £3 3s. for each 
hour after the first plus mileage, was urged by the Council, 
and the Minister finally approved. This gives the country 
doctor a chance to call in an obstetric specialist from 
Hobart or Launceston if he is in difficulty. 

The uses of the Commonwealth’s free medicine scheme 
for invalid and old-age pensioners have been discussed 
with the Minister and rejected by your Council. A conjoint 
advisory committee on goitre and poliomyelitis has been 
set up with five members for the former and three mem- 
bers for the latter nominated by the Branch Council. Also 
many discussions have occurred regarding the complex 
hospital situations on the north-west coast, which 
culminated in the Branch Council’s asking me to visit 
that area. This I did from November 15 to 20, and I 
was present at the inaugural meeting of the Northwest 
Coast Group at Ulverstone. 

As a result of conversations with the Minister, the 
week-end roster in Hobart has been increased in scope, 
and also a bureau will be shortly set up giving emergency 
calls for all doctors who join. The annual cost to each 
medical practitioner will be approximately £3 3s. A 
competent attendant will be in charge of the bureau, who 
can advise patients where their doctor is, or when he will 
be available for consultation, or where they can obtain 
an emergency doctor. This, I am quite sure, will fulfil 
a great need in the capital city. The Northern Division 
proposes to do likewise in Launceston. 

The payment of full-time and part-time medical officers 
of the Government has been discussed with the respective 
Ministers of Health at considerable length, and increases 
in salaries for full-time medical officers and part-time 
medical officers have been achieved. The payment of 
honorary medical officers at government hospitals has long 
been debated, owing to the fact that the State Government 
is unwilling to contribute above the £4 4s. per three-hour 
session agreed upon by the Federal Treasury. Your 
Council feels that the payment should be £5 5s. for three- 
hour sessions, whereas the Commonwealth Government is 
prepared to offer only £4 4s. for three-hour sessions, which 
is the same as is being paid to part-time medical officers 
of the Brisbane and South Coast Hospitals Board. With 
the approval of the Federal Council, your State Council 
has accepted the £4 4s. under protest and has asked that 
payment be made retrospective from July 1, 1948. This 
has been agreed to. 

I should now like to refer to the ophthalmic services 
within the island of Tasmania. These have been discussed 
and debated with the various Ministers on many occasions, 
and the culmination of these discussions is that Dr. Alec 
Budge has commenced a private ophthalmic practice in 
Devonport and Burnie, and Dr. Frank Phillips has arranged 
to visit Queenstown at monthly intervals to deal with 
ophthalmic work in the Mount Lyall area, and also he has 
agreed to visit King Island and Flinders Isle:d to make 
a preliminary ophthalmic survey of these two islands on 
behalf of the Government. In Dr. Phillips, Tasmania has 
the honour of having the first flying ophthalmologist in 
Australia, and he has already made ene visit to King 
Island. This excellent scheme for specialist services to 
remote areas is one which the Branch should at all times 
cultivate, and it should give the Department of Public 
Health full cooperation in such efforts. It should also, 
whenever practieable, assist in all questions of preventive 
medicine, and especially in those spheres in which the 
National Health and Medical Research Council fails to 
find the necessary finance. 


| 





The opening of intermediate and private wards in public 
hospitals has been advocated by your Council; but 
unfortunately it has been refused by the Minister. 


Model Federal Common Form of Agreement. 


After many conferences with the friendly societies the 
Branch Council was unable to accept their response of an 
increase in the metropolitan rate to 28s. per annum, and 
unfortunately had to advise its members that as from 
May 1, 1949, they should cease to render medical servic« 
to members of lodges on any basis that was less favourable 
than the Model Federal Common Form of Agreement. 
Many lodge practitioners in Tasmania have advised the 
Branch Council that they will accept this decision and 
abide by it. We feel that this is the only proper way to 
bring the friendly societies of Tasmania into line with the 
friendly societies in other States. Some of the Tasmanian 
friendly societies are willing to pay, and are already 
paying Model Federal Common Form rates, whereas eight 
miles away in another district a country doctor is receiving 
only £1 per annum per family. The Federal Model Common 
Form of Agreement requires a rate of 36s. for metropolitan 
members and 44s. for country members, and this must be 
our firm policy in Tasmania. All lodge doctors have been 
asked to serve notices of termination of services on their 
lodges as from May 1, and the Branch Council has given 
the friendly societies’ council three months’ notice of 
termination of the Tasmanian Model Common Form of 
Agreement. Most of the Tasmanian lodges fell into line 
after May 1. 


The Future. 


The future is bright. It should have no forebodings 
for anyone if governments would govern instead of inciting 
class hatred and crushing private enterprise. Nothing free 
is ever appreciated, be it free medicine or free beer, and 
the iavish spending of taxpayers’ money to attract votes 
must eventually produce the reverse effect. While 
ideologies are having their growing pains we must be 
calm and logical. We must not be sidetracked. Our clear 
purpose is to be (to use the words of the Nuffield Founda- 
tion in its recent report) “guided by the experience of the 
past, and inspired by an unshaken belief in the continued 
value of private venture’. Private venture brought Aus 
tralia to its present pinnacle of prosperity, and we must 
see that it continues to guide Australia’s future. 

In welcoming the new President, Dr. Hogg, I would 
wish him a fruitful and successful year of office, and warn 
him that this can be achieved only by constant vigilance. 


I offer him my full support and assistance in keeping 
medical practice free and unfettered in Australia. 
Acknowledgements. 
I should like to thank the members of the Branch 


Council, particularly the Medical Secretary, together with 
Mr. Casey and his staff, for their constant assistance 
during a particularly difficult year. 


en 


A PSYCHIATRIC CENTENARY (1848 TO 1948). 





By JOHN BOSTOCK, 
Brisbane. 





For some years it has been my privilege to study the 
little known field of our early Australian psychiatry. There 
have been interruptions owing to the second World War 
and other incidents which ripple the broad stream of 
history. The interruptions have served the useful purpose 
of improving the perspective. History lives on, serene, 
unchallengeable, a veritable god with a broad, unbreakable 
base on time, and with serene countenance watches with 








1President’s address, delivered at a meeting of the Aus- 
tralasian Association of Psychiatrists on October 19, 1948, at 
Melbourne. 
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interest every new development in the mighty cosmos, 
whose enormity we are commencing to realize. 

There has been a further advantage in that the story, 
like a favourite book in one’s library, has been taken up 
so frequently that it has produced a rare intimacy. My 
two heroes, Mr. J. T. Digby and Dr. F. Campbell, of whom 
I shall have much to say, though long since dead, still 
live in the fabric of our group psychiatric integration as in 
my individual psyche. Their ideas and deeds have been 
charged with energy which is indestructible. Events in 
psychiatry are shaping today in the stream of human 
affairs not because of living actors alone, but largely as a 
direct result of the still living forces of the dead, among 
whom they are included. 

Such conceptions have a very definite bearing on any 
psychiatric approach to the patient; we must base our 
advice on a broad background of life and death. Though 
the priest and the psychiatrist do not preach from the same 
pulpit, their influence on an individual is often indistin- 
guishable. Often it is impossible to disentangle their roles. 
The priest has a guide to health by his implicit acceptance 
of the concept of the eternal life. It pinpoints the road to 
happiness and eases the pangs of living. Thanks to history 
and in a very special sense to my good friends Mr. Digby 
and Dr. Campbell, I have very factual reasons for believing 
in immortality. After a hundred years their advice is 
still as sound as the day it was written. When in my 
consulting room I study clinical notes and make dis- 
positions to send my patient to a mental hospital I lean 
heavily on the past. It is not on the old brittle bones of 
outworn tradition that I lean, but rather on thews and 
sinews of procedures still retaining the virility of youth. 
In another hundred years the psychiatrist will still remark 
on their ageless quality. It is not surprising, therefore, 
that when a patient tells me that he fears death I can say 
in all sincerity: “There is no death.” To you I can add: 
“There can be no death—this is the centenary of Mr. Digby 
and Dr. Campbell; they still live.” 

The years from 1848 to 1948 are memorable because the 
intervening span of one hundred years bridges the distance 
between the passing from lay to medical control of the 
first mental hospital administration in the eastern Aus- 
tralian seaboard and the death of the founder of the 
first great voluntary hospital for nervous patients. 

This centenary largely concerns the lives of Mr. Joseph 
Thomas Digby, Dr. Francis Campbell and Dr. Sydney Evan 
Jones. They laboured in New South Wales. 

Concerning the other States, in the year 1848 Yarra 
Bend Hospital in Victoria was opened. It was a dismal 
place, now happily dismantled, and it replaced accom- 
modation in the gaol. The superintendent in 1848 was Dr. 
P. Cussen, who died in 1849. He appears to have been 
an energetic physician. In the racy language of Garryowen, 
he was “a white-headed, red-faced, brown-coated, good- 
humoured, though choleric little fellow, and between the 
Immigration tents, the Government Hospital, the gaol, and 
the newspapers was kept in a chronic state of tribulation”; 
and again, “the billet, though warm enough in some 
respects, had ever a tendency to get too hot. It was hot 
water with Cussen”. 

Queensland did not possess a mental hospital service. 

Tasmania possessed the New Norfolk Asylum, com- 
menced about 1823. At our date line of 1848 it was under 
the superintendency of Dr. John Meyer, a mental specialist, 
who subsequently left for the Crimean War. It is 
interesting to note that our records of early Tasmania 
indicate considerable kindness shown to mental patients. 

In South Australia “the first separate establishment for 
the accommodation and treatment of insane persons was 
established in 1846” and was situated in Greenhill Road, 
Adelaide, on a section partly occupied by the present 
asylum. 

In Western Australia the mental hospital of Claremont 
was not yet in existence. 

It may be said that Tasmania and South Australia should 
share in this centenary oration. Such was my intention; 
but history, though possessing god-like qualities, has some 
very irritating ones. Records disappear. Officials treat 





priceless documents as junk and throw them into the 
incinerator. “If only superintendents would write their 
life history before leaving their jobs” is only one of the 
many “ifs’’ which the historian voices as he endeavours 
to reerect the past. 

Our records of early Tasmanian psychiatry are frag: 
mentary in spite of the labours of Dr. C. R. D. Brothers 
and his associate Dr. G. M. Crabbe. Some very important 
documents on South Australia have come to light through 
the kindness of Dr. H. MclI. Birch, but they have not been 
accessible for the purpose of this review. 

At the moment, as befitting the earlier occupation as a 
colony, New South Wales plays the major role in this 
centenary celebration. 

Whilst in the future there will be many centenaries, it 
is questionable if any one of them.will be so momentous, 
since the dates 1848-1948 symbolize a large proportion of 
the positive gains of psychiatry. 


Mr. J. T. Digby. 

Our story commences on April 24, 1837. Governor 
Richard Bourke writes to Lord Glenelg that the new 
lunatic asylum at Tarban Creek (site of the modern 
Gladesville in Sydney) is approaching completion. He 
asks that a married couple may be engaged and sent out 
from England as keeper and matron. The choice fell on 
a Mr. Joseph Digby and his wife, who had been for some 
years employed by ,Dr. Sutherland, physician at Saint 
Luke’s Hospital, at his private hospital in Chelsea. They 
arrived in Sydney by the ship John about July 5, 1838. 

Almost immediately Mr. Digby was immersed in the icy 
water of official indifference. Although he had understood 
that half pay would be paid on the voyage and that he 
would have furnished quarters, he was bluntly told by 
His Excellency the Governor that there was no authority 
for such concessions. 

Instead of wasting time in vain regrets, Mr. Digby 
worked hard to produce order out of chaos. Locks and 
means of restraint had to be improvised, strong chairs 
and tables procured and fixed, and beds constructed. Sky- 
lights had to be installed to illuminate dark passages. 
The details of work needing attention were multitudinous. 
It was not long before water shortage became a never- 
ending worry. On November 1 he asked for a bullock and 
water-cart. Eleven days later, realizing its inadequacy, he 
requisitioned for a strong, active horse, cart and cask. 
The storekeeper promptly replied that “I do myself the 
honour of submitting to you that I have not the means of 
supplying the bullock required for the Lunatic Asylum 
at Tarban Creek, it not being an article of Store”. Mr. 
Digby was authorized to purchase one at a price not 
exceeding £10, but the authority was cancelled four days 
later. Discussion was taking place as to whether the cost 
was a charge on the colony or on the military chest. 
Meanwhile, Governor Gipps, having approved of the horse 
and cart, cancels the order and annotates the document: 
“Let him begin with an ox.” 

This correspondence has been quoted before, but it bears 
repetition, since it illustrates that the eighteen-forties were 
ultra-modern in their possession of the free sporing of the 
bureaucratic fungus. Indeed, the ten years of the Digby 
régime reveal an unending struggle for its eradication. 

For those who are unacquainted with the inner working 
of bureaucracy, it may be pointed out that, contrary to 
accepted opinion, it is not the sole product of government, 
but is usually the product of numbers. The moment the 
administrative head loses daily personal contact with 
his units there arises a strong tendency to rule by evasion 
and regulation. There are created the magic symbols, 
known as “rules and regulations”. These are drafted to 
overcome every emergency. All that is needed is pressure 
on the administration button. “Regulation X, page Y”, to 
achieve solution of any problem. Unfortunately, however, 
this admirably simple method of control inevitably breaks 
down, because no regulations, however lucid, can deal with 
all eventualities. It succeeds only for a time, when the 
administrative machine possesses a succession of honest 
Digbys, who in the manner of Don Quixote spend their 
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lives in tilting against authority and evade the loss of 
enthusiasm deadened by perpetual frustration. 

Rule by the bureaucrat fails because evasion of diffi- 
culties, whether by mere efflux of time, or by conciliation, 
or by appeasement, although temporarily successful, is an 
eventual failure. The time for decision is prior to or at 
the commencement of difficulties, because usually only ai 
the inception are they of manageable proportion. 

Mr. Digby’s first staffing difficulty illustrates this 
admirably. At Liverpool Asylum, precursor to Tarban 
Creek, the total of 28 female patients were in one small 
space. Thirty-nine patients were installed in the large: 
confines of Tarban Creek, where higher standards of 
nursing and classification were expected. Inevitably Mr. 
Digby asks for an increase of staff. The answer of 
Governor Gipps is a classic of evasion: “I see no reason 
why a greater number of keepers and servants should be 
required for the same number of patients at the new 
Lunatic Asylum than at the old one.” 

Such setbacks were Mr. Digby’s daily lot. About the 
same time he asked for an overseer to help him. The 
Governor’s answer was that in making the demand he 
seemed to have forgotten himself, and “I do not see the 
necessity of a deputy”. 

I have the clear picture of Mr. Digby as a brave man of 
public spirit fighting ceaselessly for the unfortunates under 
his charge. Faced with the stings of ill fortune, he fights 
back. There is no glimmer of sophistry in his dealings. 
At no time does he play for his own hand. If a job has 
to be done, he sets about it in a practical manner without 
fuss and with simplicity. He is an Englishman after the 
Churchill manner. 

The example of Mr. Digby has a wide significance today. 
We are facing a period in which socialism has risen to 
such a degree that it threatens to become all-powerful. 
The logical end to socialism is totalitarian communism. 
Such systems could succeed only if there were myriads of 
Mr. Digbys. Such types are, however, rare, and it is their 
rarity which makes socialism completely unworkable. 

I feel that 1848 had a vivid message for us all. No 
one can read the early records of Tarban Creek without 
gaining the impression that bureaucratic red tape, which 
is inseparable from large-scale socialistic enterprise, has 
serious drawbacks. However, we must return to mental 
hospital administration. 

Space will permit us only to touch the fringe of the 
highlights of this period. Tarban Creek expanded with 
the growth of the State. In 1841 no less than 135 patients 
were in residence, an increase of 50 in two years. There 
was the constant difficulty of finding the necessary accom- 
modation. Wards were improvised and “chronics’” dis- 
charged elsewhere. Towards these ends Mr. Digby had 
perforce to wage a constant departmental warfare. 

The crippling dead weight of inadequate financial 
budgeting created other problems. The physician Dr. Lee 
had a tussle to get a sufficiency of drugs. Mr. Digby was 
frustrated in his attempts to provide recreational facilities 
for his patients and was eventually censured because they 
were not in existence. 

The steps taken by Mr. Digby to regulate the admission 
and discharge of patients is of particular interest to the 
psychiatrist. In the early days of the colony the machinery 
was either cumbersome or inefficient. Many patients 
arrived without certificates and many certificates were 
inadequate. Thus Rosa Way on April 9, 1839, was sent 
in by Dr. Harnett. He merely states: “Receive the female 
named in the margin, who is recommended as a fit object 
for admission into the Lunatic Asylum at Tarban Creek 
by Dr. Brooks of Newcastle Hospital.” 

In 1839 Mr. Digby asked for official hospital action to 
be taken in tightening up the procedure, and certificate 
forms employed were a slightly altered version of the 
civic hospital forms. Discharges at the period were 
permitted by the Governor after a formal petition had 
been presented and upon evidence of sanity furnished by 
Mr. Digby. That Mr. Digby’s fears concerning certification 
inadequacies were based on fact was demonstrated on 
August 1, 18438. A Captain Hyndman in a state of manic 


fervour had the delusion that he was the captain of the 
Cabbage Tree Mob, a secretly organized force of 7000 men 
whom he had with difficulty dissuaded from burning 
Sydney. He was admitted to Tarban Creek, where he 
made a rapid recovery. Instead of blaming himself for 
his indiscretion, he decided that he had always been sane 
and with the skilled assistance of Barrister Windeyer 
claimed substantial damages from Mr. Digby. An account 
of the trial is extant in The Sydney Morning Herald of 
November 18, 1843 Skilled advocacy won the day. 
Damages of £100 were awarded to Captain Hyndman. 

There was an immediate effect. A new “Lunatics Bill” 
was passed through the House. It was obligatory to have 
the evidence of two legally qualified practitioners. There 
was a Statute of limitations for those who had acted in 
an official capacity. Provision was made for the appoint- 
ment of five official visitors appointed by the Governor and 
two by the Legislative Council of New South Wales. 

Whilst Mr. Digby emerged with an unblemished reputa- 
tion from this major forensic catastrophe, the resulting 
bill sowed the seeds of his final disaster. The Home 
Government was outraged at the provision entitling twu 
official witnesses to be appointed by the Legislative Council 
The provision was repealed. Thereafter Tarban Creek 
became a valuable pawn in the game of politics 

The onslaught was announced in The Sydney Morning 
Herald of May 28, 1846, by the first of a series of articles 
entitled “The Lunatic Bill”, written by a physician, pre 
sumably an alienist, under the nom de plume of “Iatros” 
The commencing paragraph was to the point: 

Gentiemen. It must fill every philanthropic bosom 
in the colony with unmingled pleasure to reflect that 
there is a -prospect of some systematic and searching 
enquiry to be made into the condition of the Asylum at 
Tarban Creek, in behalf of the wretched lunatics. 

In due course official inquiries were instituted. 

The final select committee included the well-known 
Hannibal James MacArthur. Mr. Digby and his surgeon, 
Dr. Thomas Lee, were interrogated at length upon every 
detail of the administration. The spearhead of the attack 
was ably directed. It was shown that the records could 
have been more voluminous. Mr. Digby could not deny 
this. In view of the fact that he had previously approached 
the Governor about more information, had not been given 
printed forms and had insufficient clinical assistance, he 
should have received praise for efficiency under difficulty. 
Instead, the committee fostered the bureaucratic delusion 
that the efficiency of an institution can be gauged by the 
dotted i’s and crossed t’s of inscriptions on its printed 
forms. As well might one gauge the happiness of a home 
by the polish on a spittoon. 

Mr. Digby could not conceal the fact that he was not a 
medical man. Evidence was brought forward to show 
that Dr. Eckford had opened every insane person who had 
died under his charge and had never found a subject with- 
out organized disease of the brain, the heart or the liver 
affecting in a great measure the blood vessels of the brain. 
Faced with such conclusive, although as we now know 
completely misleading evidence, the committee decided 
that the authority of the institution should be vested in a 
duly qualified medical man. 

The bias of the committee may be judged by their 
admission as evidence of an anonymous letter allegedly 
written by a manic ex-patient. It was somewhat of a 
boomerang, since the inquiry revealed that the lady’s 
treatment had been justified and was humane. 

As a result of the committee’s findings Mr. Digby’s 
dethronement was inevitable, and on January 1, 1848, he 
reverted to the position of steward, his place being taken 
by Dr. Francis Campbell. 

However galling may have events to Mr. 
Digby, they have created windfalls for the historian. 


been these 

In a comparison of Australian with continental con- 
ditions it will be asked whether we had horrors in 
restraint such as occurred in Europe. As you are well 
aware of the disgraces in asylum management which pre- 
ceded the work of Tuke in England and Pinel in France, 
and long afterwards, I need not recapitulate them. It is 
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to the eternal glory of Mr. Digby that his régime emerged 
successfully through a critical investigation. It revealed 
that the administration was kindly, the patients were well 
cared for and restraint was used with discrimination. 

Further light on the matter is thrown by the events at 
Tarban Creek after the alleged reformation of 1848. The 
new medical superintendent was a man who publicly con- 
demned the previous administration and set up the banner 
of “total non-restraint”. Whereas Mr. Digby had trodden 
carefully along the middle way of restraint and safety 
first, Dr. Campbell rode his hobby horse of “no restraint” 
in a crusading spirit. As so often happens, the new broom 
swept too clean. It was not long before events showed the 
chinks in the Campbell armour. After a year he admitted, 
albeit with regret, that he was still compelled to use the 
Digby crib room wherein certain demented patients were 
tethered to their beds at night. 

In June, 1850, Tarban Creek received publicity through 
a correspondence by Dr. Campbell and the Reverend S. F. 
Turner on the causes of the deaths of two patients which 
were allegedly due to insufficient supervision and restraint. 
An inquiry eventuated. It was shown that, owing to the 
crowded state of the hospital, two men were put into the 
same cell, and one had killed the other by a blow on the 
skull from a chamber utensil. In four other cases similar 
incidents had occurred, but without loss of life. One 
patient, who would not keep his clothes on, was allowed 
to run about the airing court naked. He suffered from 
severe burns due to exposure to the sun. 

There is reason to suppose that Dr. Campbell saw 
himself in the light of an Australian Connolly, who claims 
psychiatric immortality through his drastic reforms at 
Hanwell Asylum. His claim to our recognition rests on 
an entirely different footing. The counterpart to Connolly, 
if indeed two men can be so similar, is our patient, 
plodding, feet-on-earth, courageous and indefatigable Mr. 
Joseph Digby, creator of the Digby tradition of “service 
for the insane before self’. 


Dr. Francis Campbell. 

The next pillar in our triad of the immortals is our 
Dr. Francis Campbell, who in January, 1848, instituted a 
new series of case records at Tarban Creek. It is his 
fortune to be included in the rare band who reach immor- 
tality on the wings of a forgotten document. Pepys and 
Mendel are comparable figures. 

Through the extreme kindness of Dr. H. H. Nowland, 
Superintendent of Gladesville Mental Hospital, and Dr. 
G. L. Ewan, Deputy Inspector-General of Mental Hospitals 
of New South Wales, I have had permission to type out 
and study the case book written by Dr. Campbell at 
Tarban Creek. He had the hallmarks of literary greatness 
and possessed a facility of the pen which is undisputed. 
In addition he had a capacity for acute clinical observa- 
tion and judgement. As a result of this contribution there 
can be little doubt that Dr. Francis Campbell has a right 
to our respect as the father of clinical psychiatry in 
Australia. 

The reader can revel in a feast of clinical description. 
He will meet the man who is perfectly insane, seeing 
the devil every night without worrying about it, the 
classical microcephalic idiot popping his head out from 
under the bedclothes, the woman with the ten thousand 
million frying pans, and the man without a sixpence who 
ordered a dog-cart landau. There is for inspection the 
female tigress clothed in a sailcloth wrapper, the man 
who communicates with God and witches, the patient with 
leather skin “pleased with a rattle, tickled with a straw’’, 
and the lady who thought that the Governor, like Pyramus 
to his Thisbe, whispered to her. 

The problems of administration are boldly etched. To 
know Catherine Kealty is to realize how difficult must be 
the task of coping with a case of mania. George Williams 
shows the ever-present possibility of escapes. Just how 


difficult patients can be is shown in the unbelievable pair 
Edwin Augustus Withers and Joseph Murphy. 

Mental patients have physical ailments. The pages of 
case histories are interwoven with accounts of common 


illnesses. 


Phthisis, diarrhea, jaundice and colic occur. 
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Heart disease is graphically described in the case of John 
Dalton. Gum boils were troublesome in Michael Fitzgerald, 
who was ultra-modern in his craving for nicotine. 

It is questionable if some of Dr. Campbell’s descriptions 
can be excelled. Examples of his clinical masterpieces are 
that of the manic: 


All his actions betray inordinate activity of mind and 
he shows wonderful rapidity in seizing on accidental 
subjects and ideas, and concatenating them with other 
incidents which he recalls to memory with the rapidity 
of lightning; and thus he weaves a tissue of the most 
heterogenious material that can enter the human 
imagination, the predominant ideas of which are always 
the two cynosures of his diseased fancy, God and 
Nature. 

That of the microcephalic: ; 
. .. Whose scalp is far too large for the cranium so that 
it is in some measure puckered around the scull forming 
sulci descending from the vertex to the periphery, in 
the manner of a folded umbrella. The bottom of these 
furrows appear to form points or rather lines of attach- 
ment to the bone, and when the hair is long it stands 
up curiously in all directions, as on the back of an 
angry cat. 

Unfortunately opportunity will not allow more than a 
glimpse of this material. Let us commence with notes on 
a demented asylum worker: 


The man is quiét, docile and inoffensive, insomuch 
that he is constantly employed in chopping up the wood 
for the use of the Establishment. He is regular and 
constant in the occupation assigned to him, and performs 
his task so faithfully as if he were hired and paid for 
his work. All the forces of his impaired mind that 
remain available seem to be concentrated on one object 
which long habit has rendered a part of himself; and so 
he proceeds to his task, performs it and goes to his 
meals and retires to bed with the regularity of a 
machine. All his operations are the effects of habit or 
instinct, according as it may be a call of nature, or the 
mysterious impulse of the necessity to act over again 
what has been frequently repeated, that prompts his 
mechanical movements. 

Or on another: 


When the patient was admitted into the Asylum he 
is reported to have been violent and dangerous. Time 
has worn off the harsher characters of his disease and 
he has now sunk into dementia; he is extremely useful, 
however, and although a very powerful man he is quiet 
and harmless. He is employed in providing fuel and 
water, etc., for the establishment and constantly accom- 
panies the carter wherever he goes and considers him- 
self bound only to obey him. His bodily health is good. 


The effect of chloroform is tried on one woman: 


She has been unusually frantic and mischievous to-day 
which induced one to try whether chloroform would have 
any effect in either temporarily altering or permanently 
subduing her present form of disorder. Accordingly 
about half a dram was sprinkled on a_ pocket 
handkerchief and applied to her mouth and nose while 
her arms were held by two of the Attendants. The 
effect on the muscular system was almost instantaneous; 
in the space of a few seconds at most she relaxed her 
grasp, her violent struggles ceased and she became as 
powerless as a child whom sudden sleep had arrested 
in the midst of its gambols, losing all control over her 
voluntary actions—the muscles obedient to the dictates 
of the will became as powerless as in a swoon, and she 
would have fallen had she not been supported. .There 
still, however, remained a certain degree of cons¢ious- 
ness, for although the eyes were shut, she made efferts 
to speak, which resembled a sort of hysterical laughter. 
She soon recovered and her returning violence clearly 
proved that the effects were evanescent and entered no 
deeper than the active causes of excitement than merely 
to soothe the troubled passions for a moment. 


Of a manic-depressive he writes: 


March 10th. She continues well and is daily employed 
in useful work. She desires to have a favourite medicine 
of her own which she says always does her good. 

April 2nd. She is getting into low spirits again. She 
feels an awful gloom overspreading and oppressing her 
spirits; and she laments bitterly that she cannot escape 
this fearful state of depression and imaginary woe, which 
to her has all the affects of real affliction. 
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April 28th. After having perfectly recovered from 
her despondency and the complaint changed to a 
paroxysm of boisterous mirth, swearing, etc., she has 
relapsed into her fearful state of suicidal gloom and 
she is now passing through one of her fiery trials. 
Such is her malady. She is in a continual state of 
transition from the horrors of despair to the brightness 
and pleasures of hope, and vice versa. 

Here is surely a classic story of a troublesome 
phrenic: 

There is little of her intellect unobscured, but what 
remains clear is only sufficient to remind her of the 
sweets of liberty, for she takes every opportunity of 
running away and yet she has not cunning enough to 
lead her to conceal herself, but runs straight on along 
the public road and after a short time becomes 
bewildered and commences running backwards and 
forwards without an object. Nothing intelligible ever 
escapes her lips; when she is asked a question her 
invariable answer is: “Bread and beef; bread and beef! 
The word; the word!” She is never a moment at rest 
throughout the day except the few minutes occupied at 
her meals, being constantly on the trot backward and 
forward or round and round the yard, sometimes 
breaking out into a short run of a few paces and then 
slackening into her wonted hurried walk. 

The terminal apathy of a burnt-out schizophrenia is thus 
described: 


I question much whether there be a more happy 
and contented being in existence. All those passions of 
the soul which have the power to show according to 
their motive influences the path of life with sunshine 
and roses or encumber it with cares and disquietudes and 
difficulties are completely obliterated in his. In visiting 
him with the deprivation which severs him so com- 
pletely from the world, God in his mercy has not left 
a single link unbroken which could communicate to his 
heart one sympathetic throb of the joys or the sorrows 
which agitate the rest of human society. He has not 
left a drop of bitterness in the cup, and if his life be not 
one of active gratification it is in the blankness of his 
mind, an even flowing stream of passive happiness. 
He has not a wish to fulfil, nor a care to ruffle the 
peaceful tenor of his existence. His memory is not 
altogether lost, for I have frequently purposely repeated 
a broken line from some of the classics in his hearing, 
which he has caught up with great promptitude and 
task and completed and sometimes finished the sentence. 

Dr. Campbell on January 13, 1848, diagnosed a case as 
one of general paralysis, on the criteria that the patient 
ate his food voraciously, swallowed everything like a dog, 
without mastication, and had an insatiable appetite. No 
eye signs were mentioned. A later reference reveals 
inarticulation of speech and what appears to have been a 
congestive attack. A post-mortem examination twenty- 
four hours after death revealed that the dura mater and 
pia mater were adherent. There was a mass of soft pus 
for an inch around, resembling batter. Concerning this 
Dr. Oliver Latham has expressed an opinion: 

Could the lesion have been a gumma which had gone 
bad in summer weather, or a softening or a tumour? 
In those days most G.P.I.’s were of the intense fibro glial 
reactive type with thickened dura and pia and con- 
tracted hardened (sclerotic) brain. 

Dr. Campbell was well acquainted with syphilis, for which 
mercury was given. In this case it was not mentioned, 
though the man was said to have had an alliance with an 
abandoned woman. 

Those who have had experience of dealing with a psycho- 
pathic who is intolerant of discipline will be interested 
in the immortal Mr. Withers. 


March 18th. This extraordinary man has for a con- 
siderable time past proved a pest and peace destroyer 
of the little society of which he is a member. He is 
hated by everyone in the convalescent ward, he is an 
undoubted hindrance to the recovery of several of the 
patients of whom I was beginning to entertain hopes. 
His interference with everything and everybody is 
intolerable. There are two men, who now that they 
have regained the power of reflecting and reasoning 
faculties declare that Withers was the actual cause of 
their relapse; and without wishing to do .him the 
smallest injustice, I verily believe their assertions. I 
have watched with pain and sorrow for three months 
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of this man’s ceaseless annoyance 
on the patients He is the most pragmatical and 
malicious man I have known. Indeed he nov 
forced me to take decided measures with him to ensure 
success or at any rate tranquillity to the other patients 
On making my usual professional visit to-day I found 
he had worked upon the feelings of the young French 
man Jules Gerard, by excitement and misrepresentation 
effectually that he was in a state bordering on 
frenzy. All indulgence is thrown away on this man—in 
fact his insolence and malignity increases with the 
kindness shown to him, and unless he is separated from 
the convalescent patients, I have reason to fear all m) 
hopes and their happiness and comfort will be destroyed 
I have therefore ordered him to be sent to the refractor) 
ward where his insolence and mischievous propensitie 
will be kept in check by his at all 
events he will do no harm there to any but himself 
March 20th. He has not tasted food since he changed 
his quarters. He occupies his time in walking about 
in sullen reflection, now and then breaking through th: 
monotony of preying upon himself, by attacking th: 
attendants on some point of duty or some imagined 
delinguence. His food has been regularly and attentively 
served to him in his room, each meal being left ther 
till the next is ready, when the former is replaced b 
the succeeding. He has continued to fast up to this 
date, 4 p.m. He has been restored to the convalescent 
ward to save his life; food has been given him there 
which he enjoys with no small appetite and says it is 
remarkably good. He is in perfect health and spirits 
April 5th. He has again had recourse to his insan 
means of revenge; he refuses to take his food because 
he is forbidden to eat in his bedroom when in 
perfect health. 
There is an entry that he relieved himself in the bedroom 
because the seat of the privy was cold, and that he would 
not eat a bite of food if he was put into a bath Dr 
Campbell came to the conclusion that his inventions and 
the ingenuity of his falsehoods were “utterly astonishing”. 
He did not “believe his power of distorting facts and per- 
verting truth could be approximated by any other human 
being”. 
On one occasion 
killed by another 
“tempests” 
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are generally announced by certain premonitory 
deviations from his usual conduct which are commonly 
begun in a series of petty mischievous and cowardly 
annoyances practised upon his more feeble and heedless 
comrades. Tolerance on their part is a triumph on his, 
his insolence becomes more and more inflated, and then 
he aims at higher game, but he tries the strength of 
his wing by graduated experiments, before he commits 
himself; he attacks the attendants first by insulting, 
abusive and obscene language, and he continues this 
course until his abuse becomes intolerable. I am often 
no less surprised than pleased with the cool philosophic 
forbearance of the attendants on these occasions seeing 
that Murphy is not considered by them as an insane man 
in the common acceptance of the word. Thus far, how 
ever, his irritating behaviour is only intended to provoke 
in order that they may furnish him with some pretext, 
however flimsy, and absurd, it may be, for an explosion. 
Therefore, as soon as he is cautioned on his misconduct 
or restrained from mischief on any occasion, his point is 
gained—he has found sufficient grounds for quarrel, and 
now what at first were mere personal annoyances, 
trifling injuries inflicted on the patients, or disgusting 
and impious language, become horrible threats to 
murder, and sometimes actual assault upon them with 
full intent to carry his threats into execution. 

We could dally with profit on every page of this remark- 
able book, which annihilates the distance of a hundréd 
years and makes life at Tarban Creek as clear as though 
we are looking at the patients with our own eyes. Surely 
this is another illustration of my opening theme—there 
is no death. Tarban Creek and Dr. Campbell still live on 
in the vast immensity of time I will close the Campbell 
chapter with two vignettes: of the patient “who will not 
allow himself to be called John Dalton but Johnny Twinny, 
because he is twin brother to Jesus Christ and son of the 
morning star”, and of the man whose left arm 


is in continual motion and his fingers constantly 
employed scratching his opposite side just under the 
right axilla. He scratches thus without intermission 
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from morning till bedtime, except during meals, with 
so much energy that he soon rubs through the strongest 
clothing and reduces them to shreds. The top of his 
fingers suffer along with his clothing, but he seems not 
to feel; and he rubs away as recklessly and sedulously 
as if he were performing an important task. He can 
assign no reason for this extraordinary practice; for 
when asked why he does so, he answers generally with 
a very knowing leer: “Why, I must keep the mill going 
else you would all starve, wouldn’t you?” Is it not 
probable that this extraordinary proceeding arises from 
the effects of myelitis in a chronic form? It is assuredly 
from nervous irritation of some kind. It is an action 
of necessity, not of habit, he cannot help it; something 
which even he is not conscious of, analogous to the 
silent and unperceived stimulus which carries on the 
organic actions of the body may be the cause of this 
constant motion. 


It must be remembered that these extracts were not 
written for publication, after profound cogitation and 
many revisions. It is presumed that they were written 
at one sitting in the midst of hospital interruptions. 


Voluntary Patients: Dr. Sydney Evan Jones. 


Time now moves forward to 1948. We are closing this 
story of the triad of our centenary, but before doing so 
let us take a last glance at Mr. Digby in September, 1846. 
He is, on his own responsibility, taking in a voluntary 
patient who asked permission to stay a few days, as he 
“did not feel himself well’. Eventually this patient 
became the surgery assistant under Dr. Lee. It will be 
seen that Mr. Digby initiated the system of voluntary 
patients in a State mental hospital department. 

The idea took many years to germinate. The honour 
for the first practical step towards the realization of an 
organized system whereby patients could place themselves 
voluntarily under the egis of the mental hospital depart- 
ment goes to Victoria. 

In 1914, Dr. Ernest Jones, then Director-General of 
Mental Hospitals, had the honour of having secured and 
proclaimed an Act of Parliament whereby voluntary 
admissions were placed on a voluntary footing. Later he 
intiated an Act for the reception and care of military 
patients. It is significant that in 1946 no less than 50% 
of the admissions to the Victorian mental hospitals were 
voluntary. 

New South Wales, under the direction of Dr. Eric 
Sinclair, Inspector-General of Mental Hospitals, attacked 
the problem without legal safeguards. His department 
shortly after the first World War took over the Red Cross 
hospital at Broughton Hall. This was adjacent to the 
Callan Park Mental Hospital. The two institutions were 
of mutual assistance. From this twist of circumstance a 
voluntary psychiatric clinic eventuated. In the words ot 
Dr. Ernest Jones, it was “by an admirable and illegal 
procedure”. Commenced in 1925, in 1948 the clinic held 
more than 200 patients. The credit for the growth of 
Broughton Hall, which became the largest voluntary mental 
hospital in Australia, was largely due to its first super- 
intendent, Dr. Sydney Evan Jones. He died in 1948. He 
is included in this centenary because his death symbolizes 
a phase in the treatment of mental invalids. 

It may be mentioned that Mr. Digby was well and 
favourably known to Dr. Jones through his keen interest 
in this research. He has often remarked: “How is Mr. 
Digby?” 

From many angles there is an extraordinary correlation 
between the lives of our triad. Mr. Digby pioneered 
administration and the care of certified patients. Dr. 
Campbell paved the way in clinical observation. Dr. 
Jones extended the work of both. By skilful administration 
he treated the certifiable with the non-certifiable in one 
institution. He had the clinical acuity of Dr. Campbell, 
though lacking his literary facility. 

Evan Jones was a voracious reader and a prodigious 
worker. Chemicotherapy, pyrotherapy, physiotherapy and 
psychotherapy were explored from many angles. It has 
been my privilege to sit in his consulting room as an 
enthralled spectator of abreaction in hypnosis, years before 
abreaction became commonplace. His zeal for accurate 








case histories was intense. In discussing some problem 
he would say “you might like to see the case of so and 
so” and would return a few minutes later with a sheaf 
of hospital notes. This was a never-ending source of 
amazement, as the material was so apropos and gave an 
impression somewhat akin to that of seeing a magician 
extract a rabbit from a hat. 

In the field of occupational therapy he did outstanding 
work and was a pioneer of handicrafts on conventiona] 
lines. In addition he approached the problem in another 
way. In the grounds of Broughton Hall he set out to 
exploit the influences of visual environment. A walk in 
a garden became a planned exercise in occupational 
therapy. It was his contention that in the restoration of 
patients to health their senses must be influenced in 
every possible manner towards a goal of normality. He 
encouraged them to wander through the gardens. With 
rare cunning, the help of his hospital staff and patient 
labour he devised walks through a forest and along the 


banks of streams. The details were perfect. Willow- 
pattern bridges spanned waters in which concrete 
flamingoes and crocodiles disported themselves. Here and 


there the eye was attracted by a splash of vivid celour or 
an unusual form reminiscent of a Chinese pagoda. He 
believed that there should always be the element of 
surprise. Each view was different and as one turned a 
corner it was to notice a new aspect which was striking 
because of its perfection. A tropical pool was flanked by 


aloes. The weeping willow framed a cluster of water- 
lilies. Golden ¢arp could be seen from an appropriate 
bridge. A short walk revealed a formal garden. 


There can be no exact measure of the curative effect 
of this visiotherapy on the thousands of patients who 
have walked through the grounds of Broughton Hall. My 
own impression is that almost every one of them has 
been influenced to an appreciation of the good, the true 
and the beautiful, thereby learning a lesson in recducation. 

The achievement is an inspiration to other psychiatrists 
to do likewise. I can think of many worse projects than 
that of a research on the principles underlying the 
Broughton Hall experiment in visiotherapy. 

It must not be thought that Dr. Jones achieved his 
objective without difficulty. As with Mr. Digby, there 
were many frustrations. They were so numerous that as a 
result of his being a public servant he had a firm belief 
in the need for free enterprise. As an example of frustra- 
tion, it may be remembered that Mr. Digby had schemes 
for a pleasure garden which did not eventuate. The 
gardens of Broughton Hall were never completed. It was 
the intention of Dr. Jones to have a desert section, complete 
with desert plants. I have no doubt it would have included 
features making the patient realize an interest in the arid 
areas of the earth and away from the aridity of his own 


illness. In so much as this enlarged his vision and 
produced a degree of extroversion it would have been 
curative. 


It was Dr. Jones’s ambition to build a complete neuro- 
psychiatric unit with the facilities for neurosurgery, 
radiology and pathology. Owing to lack of financial sup- 
port and departmental policy this was never achieved. 
Broughton Hall remained a purely psychiatric institution. 

Let me close my remarks with a final example of the 
living quality of the Digby spirit. During the last days 
of Dr. Jones’s illness, when he awaited with full knowledge 
the arrival of death, he discussed mental hospital adminis- 
tration and mental hygiene. The acute feeling of frustra- 
tion had departed. He was able to regard life, work and 
living with unemotional detachment. I asked him to 
outline the major problems in planning for a _ better 
psychiatry from the results of his personal experience. The 
most important factor, he averred, was the apathy of 
the public and the politician to mental hygiene. In his 
opinion we shall never achieve much until there is an 
intense public drive to make the politician spend more 
money on mental institutions and take an interest in 
their development. In hospitals, he said that there will 
always be grievances. They are complex institutions. Both 
the staff and the patients need kindness, attention and 
understanding. He stressed his belief that there was far 
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Weigert’s Law 


“That the degree of reparation 
of injured tissue 


exceeds the demand”’ 


KARL WEIGERT 





KARL WEIGERT (1843— 1905) was a_ pathologist 
and bacteriologist, and Director of the Institute of 
Anatomy and Pathology at Frankfort. 

If a Green Lizard loses its tail, it will grow 
two or even three more, simultaneously. Such 
lavishness is often shown by nature in order to ‘make 
assurance double sure.’ 

Similarly in the quest for new synthetic substances 


of therapeutic value, research chemists often prepare 
and test several hundred compounds during the 
preliminary stages alone. 

The pharmacological teams at Boots recognis 
this and accept it as part of their exacting work 
They are satisfied if after preparing thousands of 
new substances, one is eventually found to be of 
service to the medical profession. 
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Accent on Liver 


When anaemia is due to nutritional deficiencies, prolonged 
infection or chronic blood loss, both liver and iron usually give 
better results than either alone. Gottleib* has reported good 
results with iron alone, but he found that recovery from chronic 
anaemias was more permanent if the iron was combined with 
liver. 

For the chronic anaemias of long standing—FEROMAX WITH 
LIVER CONCENTRATE: contains Exsiccated Ferrous Sulphate 
B.P., 2.5 grains; Whole Liver Concentrate and Vitamin B 
complex. 


Accent on Iron 


For uncomplicated iron deficiency anaemias of recent origin— 
FEROMAX PLAIN. Each Feromax contains Exsiccated Ferrous 
Sulphate B.P., 5 grains and vitamin B complex. 
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too much fault-finding of staff and too few pats on the 
back. Every hospital should have its ex-patient “stooges”, 
who by their testimony do much to raise the morale of 
patients. On the question of bureaucracy he had firm 
opinions. There is far too much red tape. Rules and 
regulations are regarded as sacred. It has become more 
important to keep a rule than to cure a patient. Too 
much administration is done by public service boards, 
officials and other bureaucrats who have not sufficient 
technical knowledge to control the intricate machinery 
necessary for the care and treatment of patients. 


As Dr. Jones spoke I had the impression that Mr. Digby 
was listening and that he was in agreement. The inter- 
vening century seemed as immaterial as poppies swaying 
in the breeze. Those of 1848 swayed as precisely as they 
do in 1948. Though time marches on, there is no death. 
Deeds live on. The achievements and the stupidities of 
man are eternal. 


oo 


TUBERCULOUS EMPYEMA. 


By ALAN H. PENNINGTON, M.D., 
Specialist in Tuberculosis, Repatriation Commission 
Headquarters, Melbourne. 


To physician and surgeon alike the appearance of a 
pleural effusion during the course of pulmonary tuber- 
culosis is a tocsin warning of the possibility of an 
empyema. If a tuberculous empyema does develop the 
outcome cannot be predicted with certainty, but if it is 
untreated over 90% of patients with this complication 
will die (Skavlem et alii), and if treated efficiently by 
modern methods the probability is that 20% will die. The 
importance of a careful and critical review of our methods 
of treatment cannot thereby be minimized. 

In 1931 the American Sanatorium Association investi- 
gated the methods of treatment of tuberculous empyema 
being practised in America, and the figures of the incidence 
of empyema and of the results of treatment varied so 
much as to make apparent a very wide divergence in 
interpretation of the words “tuberculous empyema”. The 
exact interpretation of the words and a clear definition 
of the condition under consideration are, therefore, 
necessary. 


What is a Tuberculous Empyema? 


Some clinicians group as tuberculous empyema all pleural" 


effusions in which tubercle bacilli can be demonstrated 
(Woodruff, Archibald and Ehler). As this distinction 
implies an analysis of the methods whereby tubercle 
bacilli can be demonstrated and also requires an apprecia- 
tion of the ability of the observer, such a definition is 
obviously fallacious. Furthermore, in some _ frankly 
purulent pleural effusions proven post mortem to be tuber- 
culous in origin, tubercle bacilli may not have been 
demonstrable. 

I personally subscribe (as do Souto and Smart) to 
Hedblom’s definition of tuberculous empyema: “a type of 
suppurating pleurisy in which the tubercle bacillus is 
either the sole infective organism or is one of the 
organisms of a mixed infection”. Emphasis is placed on 
the suppurative character of the pleurisy; wnless frank 
pus is present the condition should not be described as 
an “empyema”. 

This distinction between suppurative and non-suppura- 
tive effusions is supported by ample clinical and experi- 
mental data. Clinically it can be shown in the reported 
cases that serous and sero-purulent effusions are not of 
such grave import as are frankly purulent tuberculous 
effusions. Although these effusions may change into 


empyemata, the empyema itself is a complication of the 
pleural effusion, and Coryllos has clearly stated the proven 
thesis that “the production of purulent exudate in the 
pleural cavity or the change of existing clear effusions 
to purulent ones is always due to the development of a 
pleuro-pulmonary fistula”. 








Experimentally I have shown that an animal sensitized 
to tubercle bacilli by either killed or living organisms will 
develop a pleural effusion if tubercle bacilli are injected 
into the pleural cavity This does not occur in the 
unsensitized animal, and even in the sensitized animal 
massive doses of organisms may be injected repeatedly 
into the pleural cavity without the effusion’s becoming 
purulent. Opalescence of the fluid may be noticed, but 
this opalescent, sometimes called sero-purulent, fluid is 
not pus, which must be described as thickened creamy 
material composed of cells, debris and little fluid This 
pus can be experimentally produced only when a subpleural 
tuberculous focus ruptures into the pleural cavity, that 
is, when a pleuro-pulmonary fistula occurs, no matter 
how small that fistula may be 

This experimental work was confirmed 
and at the same time by Jepure and Braieu, and is 
universally accepted, and on this basis alone it must be 
appreciated that serous and sero-purulent effusions should 
not be classed as tuberculous empyemata. The term should 
be applied only to frankly purulent effusions into the 
pleural cavity in which the tubercle bacillus is either the 
sole infective organism or one of the organisms present. 


independently 


Pathogenesis of Tuberculous Empyema. 

The presence of a tuberculous empyema indicates the 
presence of a pleuro-pulmonary fistula, which may arise 
spontaneously with the rupture of a subpleural tuberculous 
focus into the pleural cavity or in the course of an artificial 
pneumothorax. Empyema appears more commonly when 
pleural adhesions are present in a pneumothorax than 
when the pleural cavity is free. The mechanism whereby 
the pleural adhesions predispose to empyema is clearly 
seen from post-mortem study. The common site of a 
broncho-pleural fistula is towards the apex of the lung and 
at the base of a pleural adhesion, particularly if the 
adhesion is broad and attaches the upper lobe to the chest 
wall. The traction on the diseased pulmonary tissue at 
the base of the adhesion leads to weakening of the pleural 
surface over this area, with an increased liability to 
rupture into the pleural cavity. Keers emphasizes in 
this connexion the danger of positive intrapleural pressures 
when adhesions are present, because of the risk of rupture 
into the pleural cavity of a caseous focus at the base of 
the adhesions, with resultant precipitation of a tuberculous 
empyema. 


Diagnosis of Tuberculous Empyema. 

Because of its grave prognostic significance and the 
serious measures which must be considered in therapy, a 
certain diagnosis of tuberculous empyema must be made 
when the condition arises. Two criteria are necessary: 
first, pus must be present in the pleural cavity and, second, 
the pus must be tuberculous in nature. However, tubercle 
bacilli may be extremely difficult to demonstrate in tuber- 


culous pus and any apparently sterile purulent pleural 
effusion must be regarded as probably tuberculous in 
origin. Secondary infection in a tuberculous empyema 


usually arises from a broncho-pleural fistula as contrasted 
with a pleuro-pulmonary fistula, and the infecting flora are 
varied in nature. Therefore, any empyema with hetero- 
geneous bacterial flora must be suspected of being 
primarily tuberculous. 

The appearance of a pleural effusion during 
pneumothorax, even with an associated febrile reaction 
and opalescent fluid, should not lead to a diagnosis of 
empyema. Such effusions do not invariably become frankly 
purulent and their management is not that of an empyema. 
Only when the pleural fluid becomes frank pus should an 
empyema be diagnosed. Whilst early recognition of the 
tuberculous nature of spontaneous empyema is important, 
it is equally important not to make this diagnosis when 
empyema is not in fact present. 

Difficulty in diagnosis occasionally arises when massive 
pulmonary excavation has occurred. Whilst rare, this con- 
dition most commonly affects the left lung and rarely is 
there a large accumulation of pus in massive cavitatic 
Where a large broncho-pleural fistula remains patent, an 
empyema may closely resemble excavation of the lung 
and differentiation may be difficult. However, differentia- 
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tion may be more academic than practical, treatment being 
similar in both conditions. 


Demonstration of a broncho-pleural fistula may be.made 
with certainty only by serial analyses of the gases in the 
pleural cavity. The instillation of dyes et cetera into an 
empyema may demonstrate the presence of a fistula, but 
fistule may be intermittently open or may be valvular in 
nature, and materials instilled into the pleural cavity need 
not necessarily be expectorated even when a_broncho- 
pleural fistula is present. Matsuzawa has suggested that a 
sample of air be removed from the empyema cavity and 
analysed for carbon dioxide and oxygen. Immediately 
afterwards the intrapleural pressure should be reduced by 
aspiration to at least —24, centimetres of water; then a 
second sample of air is removed and analysed. Any 
significant change in the amounts of carbon dioxide and 
oxygen in the two samples indicates that a broncho-pleural 
fistula has been opened by the highly negative intrapleural 
pressure. If the fistula is widely and permanently patent 
this method is not of value, but such open fistule are 
easily demonstrated by instilling one millilitre of a 10% 
solution of methylene blue into the empyema cavity. 
Matsuzawa was able to demonstrate’ broncho-pleural 
fistule by these methods in 56% of cases, as distinct 
from the 100% of pleuro-pulmonary fistule which we 
know must have been present. In all cases of empyema 
it is of importance in the planning of the course of 
treatment to know if a large or small broncho-pleural 
fistula is present; therefore every attempt should be made 
to demonstrate its presence. 


Radiography alone will not permit a diagnosis of 
empyema to be made, but is of extreme value in demon- 
strating the location in the pleural cavity of collections 
of fluid; accurate localization and an appreciation of the 
degree of pulmonary collapse beneath the pus can be 
obtained. Postero-anterior and lateral films of the chest 
are necessary, with at least one film taken in the postero- 
anterior plane with the Bucky diaphragm and high pene- 
tration, before surgical measures are undertaken. During 
treatment, if 10 millilitres of lipiodol, which has been 
warmed to reduce its viscosity, are instilled into the 
empyema space and, by postural changes, smeared over 
the empyema wall, accurate delineation of the cavity walls 
and assessment of the contraction and progressive oblitera- 
tion of the empyema cavity may be obtained. 


Prevention. 


As tuberculous empyema is a complication of artificial 
pneumothorax, prevention of its appearance must play a 
large part in any discussion of treatment. The figures of 
the incidence of this complication have varied with the 
operator and with the standards of the observer as to 
which fluids constitute an empyema; examples are 12:2% 
(Matson, 1924), 21% (Hayes, 1927), 5-8% (Leaver, 1935), 
10% (Rosenthal, 1936). However, all observers agree that 
empyema occurs more frequently when pleural adhesions 
are present in an artificial pneumothorax than when the 
pleural cavity is free and the pneumothorax uncomplicated. 


The correct management of an artificial pneumothorax 
is, therefore, essential in prevention of tuberculous 
empyema. As high positive intrapleural pressures are 
always liable to lead to rupture of a subpleural focus and 
the opening of a pleuro-pulmonary fistula, positive intra- 
pleural pressures should not be used. If pleural adhesions 
are present they must, where possible, be divided; if they 
are not divisible abandonment of the pneumothorax must 
be considered. 

After adhesion section, empyema is an occasional com- 
plication, but in the hands of experienced thoracoscopists 
its incidence is less than 2% to 3%. Brock is adamant 
that pneumonolysis is far less likely to lead to empyema 
than continuance of a pneumothorax in which adhesions 
are present, and regards pneumonolysis as the best pre- 
ventive measure against this complication. However, the 
satisfactory management of an artificial pneumothorax is 
not determined solely by the practice of pneumonolysis, 
but requires careful observation and control, and the 
courage necessary to abandon a pneumothorax when this is 





indicated. One of the most dangerous practices which 
can be adopted is that of “stretching” adhesions by the 
use of high intrapleural pressures or of large refills. 
Adhesions cannot be “stretched” with safety, and attempts 
to do so should never be made. The only procedure to 
be considered when adhesions are present is division of 
the adhesions by pneumonolysis or the abandonment of the 
pneumothorax, and the decision must be made at an early 
stage, not after a pleural effusion has appeared. 


The Outcome of Tuberculous Empyema. 

Laennec considered that any empyema which became 
chronic and persisted invariably led to the death of the 
patient. Skavlem et alii, in a review of 41 cases of tuber- 
culous empyema treated by “masterly inactivity”, reported 
the death of 40 patients within twelve months. Therefore, 
without treatment approximately 88% of patients will 
probably die. Some of these deaths will occur very 
rapidly, especially if secondary infection is present, but in 
other cases empyema necessitatis with persistent broncho- 
cutaneous sinus may precede death from amyloid disease 
by some years. 

If healing does occur, spontaneous absorption of the 
fluid constituent of the pus leaves over the pleural mem- 
branes a cuirass of caseous material which becomes 
calcified. The thickened mass can be stripped from the 
lung, and successful decortication by this method has been 
described in small groups of cases. 

Because of the serious prognosis and the rarity of 
spontaneous healing, treatment is essential and must aim 
at controlling not only the pleural infections, but also 
the pulmonary disease to which the empyema is a secon- 
dary condition in point of time. Therefore, close and 
constant cooperation between physician and surgeon is 
necessary from the time of diagnosis until the final out- 
come has been determined. 


Treatment of Tuberculous Empyema. 

The successful treatment of a tuberculous empyema must 
achieve the following results: (i) The pleural infection 
must be completely controlled. (ii) The disease in the 
underlying lung must be controlled. (iii) There must be 
no undesirable sequele, such as persistent sinuses, postural 
defects or respiratory insufficiency. 

Because each patient presents an individual problem 
a strict and universally applicable line of therapy cannot 
be laid down, but it can be categorically stated that no 
empyema can be controlled unless the empyema space is 
obliterated. The method whereby the space is obliterated 
must be determined by the general clinical study of the 
patient, and the condition of the contralateral lung is in 
this respect of more significance than either the general 
effects of toxemia apparent in the patient or the state 
of the chest wall on the side of the empyema. Obliteration 
of the empyema space may be achieved by obtaining full 
reexpansion of the lung, by bringing the chest wall down 
to the lung, or by complete excision of the diseased area. 

Although. Hedblom’s classification of four types of tuber- 
culous empyema has been habitually applied and used as 
some guide to therapy, this differentiation is not sound, 
nor does it assist in determining the plan of treatment. 
We must recognize that in all cases of tuberculous 
empyema disease is present in the underlying lung and 
there are, therefore, only two types of tuberculous 
empyema, namely, (i) pure tuberculous empyema and 
(ii) secondarily infected tuberculous empyema. Although 
this differentiation does not determine the plan of therapy, 
the presence of secondary infection in the empyema always 
leads to such severe general toxemia that more urgent 
measures may be demanded than when secondary infection 
is absent. From this point of view only is there any value 
whatsoever in any classification of tuberculous empyemata. 

The surgical principle that pus must be evacuated 
applies to the pleural cavity just as much as to any other 
body cavity. Evacuation by aspiration has been employed 
for many years, either alone or combined with varying 
procedures. General experience is that in most cases of 
empyema, whether tuberculous or non-tuberculous, aspira- 
tion alone rarely produces closure of the empyema space. 
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Therefore, many procedures have been combined with 
aspiration in an attempt to enhance its value. All aimed 
at reexpansion of the lung. To do this they must remove 
the thick fibrinous pleural layer and allow the pus to 
remain fluid. Aspiration and pleural lavage, or complete 
replacement of the pus with various fluids, have been 
employed for many years; the nature and variety of 
materials used are multitudinous and thei very number 
gives some indication of their inefficiency. 

Rudman and Ellison consider that any fluid used for 
pleural lavage in empyema should have the following 
properties: (i) it should be simple to use; (ii) it should 
not be irritating to the pleural membrane; (iii) it should 
liquefy the large flakes of fibrinous debris which are often 
present in the empyema cavity and make aspiration 
extremely difficult; (iv) it should be bactericidal to secon- 
dary infecting organisms and, if possible, to the tubercle 
bacillus; (v) its use should not lead to localized areas 
of pleural symphysis with subsequent loculation of the 
empyema. All of these properties have been claimed 
for many different materials. Recent studies have sug- 
gested that “Promin” and other similar drugs may be of 
value, although clinical experience has been disappointing. 
More recently, para-amino-salicylic acid or its sodium salt 
in solution has been used both for pleural lavage and for 
replacement of tuberculous pus. Logg, in a personal com- 
munication, states that although results in tuberculous 
empyema have impressed him, when he used weekly aspira- 
tions and replacement with 20 millilitres of 5% or 10% 
solutions, his clinical trials are not completed. Allison, 
from a similar institution about 30 miles from Grove Park 
Hospital, tells me that his results with tuberculous empyema 
are not at all impressive. 

It must be inferred, therefore, that aspiration and 
pleural lavage cannot be expected to cure a tuberculous 
empyema. However, when the condition of the contra- 
lateral lung precludes surgery, this procedure may be used 
and continued as a palliative procedure, which will 
occasionally result in healing of the empyema. 

When the condition of the contralateral lung does not 
preclude surgery the continued use of aspiration and 
pleural lavage may postpone surgical procedures to such 
a degree that the advantages of early surgery are lost 
and more extensive and dangerous operative interference 
may become necessary. 

Streptomycin alone has proved disappointing in the 
treatment of tuberculous empyema. All the evidence to 
this date indicates that streptomycin is bacteriostatic 
rather than bactericidal to the tubercle bacillus, and it 
has no effect on the thick fibrous layer which lines an 
¢mpyema cavity. The studies of the Veterans’ Administra- 
tion in the United States of America clearly show that 
when broncho-pleuro-cutaneous fistule are present with 
an empyema, streptomycin, no matter how it be adminis- 
tered, has little effect on either the empyema or the fistulae. 
Furthermore, as surgical procedures are usually required 
during the treatment of a tuberculous empyema, and as 
during these procedures the administration of streptomycin 
is mandatory, it is vitally important to reserve the 
exhibition of streptomycin until operation is actually being 
performed, to avoid the development of streptomycin- 
resistant organisms. 

Surgical procedures of some form are required in nearly 
every case of tuberculous empyema. Surgical drainage 
is required in the majority of cases. Open drainage, how- 
ever, must be mentioned only to be condemned, as it is 
invariably followed by a chronic secondarily infected 
pleuro-cutaneous fistula, which does not heal and persists 
until death occurs from toxemia or amyloid disease. 

These objections do not apply to “closed” drainage. 
Brock states, and our experience bears out his contention, 
that secondary infection along the tube draining an 
empyema cavity under a fluid seal is very rare. It is a 
sound surgical principle to drain a tuberculous empyema, 
but the.same precautions must be taken as in drainage 
of a simple empyema thoracis. The tube must be intro- 
duced at the most dependent part of the empyema cavity 
and must be so placed as to avoid interference with the 
operative field for later surgery.. ‘“‘Closed”’ drainage implies 
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the use of a fluid seal and may with advantage be com- 
bined with suction drainage. The amount of suction 
applied will vary with each case, but may be as high as 
10 to 12 centimetres of mercury. 

Drainage alone will rarely result in obliteration of the 
empyema, and some additional form of surgery is usually 
required. The simplest, but not necessarily the most 
effective, form of surgery is a complete paravertebral 
thoracoplasty. Brock emphasizes that ‘“thoracoplasty 
should be commenced within a very short time of drainage, 
measured in days, not weeks”. If drainage is continued 
for a period of weeks, the fibrin layer over the chest wall 
and the lung becomes so organized that closure of the 
empyema may take many months. Drainage must continue 
during and after the thoracoplasty has been completed, 
and the size of the empyema cavity must be constantly 
reviewed by the injection of lipiodol. The tube should not 
be removed permanently until the residual space is too 
small for the tube to be effective, when drainage into a 
dressing may continue until complete closure and healing 
of the empyema are obtained. This may not occur for 
some months, but is usually complete and satisfactory. 

The advent of the antibiotic drugs has materially 
extended the latitude of the surgeon in the sphere of 
tuberculous empyema. Decortication of the collapsed lung 
in chronic non-tuberculous empyemata is no new practice, 
but until recently the procedure has not been widely used 
in tuberculous empyemata because of the dangers asso- 
ciated with surgical procedures directed towards tuber- 
culous tissues. When a tuberculous empyema is associated 
with a broncho-pleural fistula or gross, unilateral pul- 
monary disease, it is theoretically highly desirable to 
remove the entire diseased area by complete pleurectomy 
and pneumonectomy. If there is not gross pulmonary 
disease, decortication of the collapsed lung, followed, if 
necessary, by thoracoplasty, would be an ideal procedure 
Both of these procedures would be justified only if the 
danger of spread of the disease was nullified and no 
respiratory disablement resulted. Both of these procedures 
have been used at Seaview Hospital in New York within 
the past six months, streptomycin and penicillin being 
used as a cover for the operation. The results have been 
astonishingly satisfactory, and the surgical procedure does 
not appear to be technically difficult. As yet it is impos- 
sible to predict confidently that these procedures will be 
widely effective, but the results to date are promising 
and exemplify the manner in which the antibiotic drugs 
have expanded the sphere of surgery in pulmonary 
tuberculosis. 

By the use of surgical drainage and thoracoplasty Brock 
has reduced the mortality rate in his series of tuberculous 
empyemata to 14%, and it may be anticipated that surgical 
procedures and the advent of streptomycin, penicillin and 
para-amino-salicylic acid will reduce the mortality of 
tuberculous empyema to relative insignificance 


_ 
SOME ASPECTS OF FLUID THERAPY IN 
OTO-LARYNGOLOGY-.’ 


Davy, M.V.O., F.R.A.C.S., 


Sydney 


By ASHLEIGH O 


METHODs of combating dietary and fluid depletion are of 
special interest to oto-laryngologists who are constantly 
treating diseases which interfere with tie intake of normal 
nourishment. In this paper I shall briefly mention some 
of the older methods of treatment and collate those modern 
teachings which are applicable to our work 


Early Methods of Treatment. 

Mackenzie, in 1884, described in more detail than many 
of his successors methods to overcome the dysphagia of 
esophageal obstruction. The difficulties were great, as 
a useful type of wsophagoscope had not been designed and 





1 Read at a meeting of the Section of Oto-Rhino-Laryngology, 
Australasian Medical Congress (British Medical Association), 
Sixth Session, Perth, August, 1948. 
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intravenous therapy was not yet practised. If an cso- 
phageal stricture was present an attempt was made blindly 
to pass a gum elastic catheter through it, by way of the 
nose or mouth. If this was unsuccessful an instrument 
called an wsophagotome was used to divide the stricture. 
This instrument consisted of a long gum elastic catheter, 
near the distal end of which was concealed a cutting 
blade. It was passed, blindly, as far as possible through 
the stricture, and the blade was then operated by means 
of a wire passing through the interior of the catheter. 

Another apparatus of the 1880’s was the cmsophageal 
feeding tube, for use when there was “a fistulous com- 
munication between the gullet and the air passage”. It 
resembled an enema syringe, consisting of a rubber bulb 
fitted to a gum elastic catheter, which was passed down 
into the esophagus. Some degree of drama must have 
accompanied its use, about which Mackenzie wrote: “As 
there is generally a great instability of the throat in such 
cases, the success of the operation largely depends on the 
quickness with which it can be performed.” 

The only other alternative method of providing food 
and fluid described by Mackenzie was rectal feeding. For 
this he used Leube’s “panada”. The formula of the panada 
was as follows: cooked meat or chicken, 3 ounces 7 
drachms; sweetbread, 1 ounce 7 drachms; fat, 6 drachms; 
brandy, 2 drachms, water, 3 ounces. The solid ingredients 
were minced and rubbed up with the water to make a 
very thick paste. Nine ounces of the panada were given 
as an enema “not more than twice in 24 hours”. Some- 
times the patient refused the treatment, perhaps wisely. 


Importance of Depletion. 

Among present-day authors on oto-laryngological subjects, 
Jackson and Jackson (1946) emphasize the importance of 
the prevention and treatment of dehydration, with special 
reference to children suffering from diphtheria, from acute 
infective laryngo-tracheo-bronchitis and from cesophageal 
obstruction following chemical burns. Of the last-mentioned 
condition they give the following vivid description: 

The child is brought in dehydrated and acidotic. If 
old enough, the child will be begging for water; if 
younger, the baby will be moaning and the dehydration 
will be evident from the dry, parched lips and tongue, 
the hollow eyes and the dry skin. The statement of the 
relatives as to fluid intake is unreliable; the child may 
have swallowed large quantities of water and regurgi- 
tated it all. No time is to be lost. Fluid must be 
introduced ... 

(Esophageal obstruction provides the most striking 
example of depletion, severe instances of which are alse 
seen in cases of meningitis, brain abscess and other intra- 
cranial complications of upper respiratory infection. Acute 
infections of the throat may have the same effect, especially 
in infancy and childhood. 

Examples of less severe degrees of depletion are by 
no means uncommon in oto-laryngology. For example, 
when an operation such as tonsillectomy or radical antros- 
tomy is performed, the metabolism of the patient is 
disturbed pre-operatively by abstinence from food and 
drink, then by changes caused by the anesthetic and 
operation, such as blood loss, sweating and vomiting. In the 
post-operative period weakness and disinclination for food 
accentuate the metabolic upset, and this is often increased 
by interference with swallowing or mastication. In major 
surgery of the larynx or pharynx, and especially of the 
esophagus, depletion may present a pre-operative as well 
as a post-operative problem. The duration of metabolic 
disturbance may be brief or prolonged, mild or severe. 
But even a relatively short period of depletion can retard 
healing, lower resistance to infection, predispose to secon- 
dary hemorrhage and prolong convalescence. A quiescent 
tuberculous lesion may become active; unfortunately, this 
has happened twice in my own practice. Finally, it must 
be remembered that depletion is sometimes an important 
factor in post-operative mortality. 


The Syndrome of Depletion. 
There is a tendency in the literature to mention only 
one or two factors present in a depleted patient, in whom 
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| the biochemical and pathological changes are manifold. 








For example, a patient may be described as dehydrated 
or hypoproteinemic. In the description of the hypothetical 
case of esophageal obstruction which I have just quoted, 
the authors refer to the child as being “dehydrated and 
acidotic”. 

Undue emphasis is thus laid on one or two factors in a 
syndrome which usually includes reduction of body carbo- 
hydrates, protein and fat, inorganic salts, vitamins and 
water. Some degree of ketosis, from slight to severe, 
usually coexists. All organs and tissues are affected, and 
there is impairment of all vital functions. Circulatory 
disturbances include hemoconcentration with increased 
blood viscosity and a lowered rate of circulation. Hepatic 
and renal disturbances must also be mentioned, as the 
choice of the fluid therapy to be employed is directly 
influenced by them. 


The Maintenance of Life in Inanition and Starvation. 

How is life maintained when the intake of food and 
fluid is drastically reduced or ceases? 

Even at rest the caloric and water requirements of the 
body remain high and they are considerably increased by 
an acute infection and pyrexia. An adult male at rest 
in a temperate climate utilizes at least 2000 Calories and 
four pints of water daily. Minimum requirements include 
70 grammes of protein and six to eight grammes of sodium 
chloride. Approximate maintenance requirements according 
to age and weight gre as shown in Table I. 


TABLE I. 
Daily Maintenance Caloric, Protein and Water Requirements 
per Pound Bodyweight. 








| protein. | — Water. 
Individual. Calories. | (Grammes.) | (Ounces.) 
| | 
| | | 
Infant ea | 30 | 1-5 2°5 
Child .. ont 20 1-0 1-5 
Adult a4 15 0°5 0°5 


! | 





It is to be noted that the above figures are maintenance 
requirements. Requirements in the treatment of depletion 
may be very much higher. 

Approximate maintenance salt requirements are as 
follows: infant, one gramme (more or less); child, two to 
four grammes; adult, six to eight grammes. 

When there is insufficient intake of water the body 
derives water from its own fluids and also from the 
metabolism of body tissues. Fat yields most water in 
this way, but some is also obtained from metabolism of 
body carbohydrates and proteins. 

Similarly, when there is insufficient intake of food, 
caloric requirements are met by the use of body tissues. 
The store of carbohydrate, in the form of glycogen, is 
very limited in quantity and soon becomes exhausted. 
This causes severe metabolic disturbance, but the much 
larger supplies of body fat and protein continue to provide 
energy and also to provide, during their metabolism, some 
glucose, without which life cannot be maintained. 


Protein Metabolism in Starvation. 


It has recently been shown that there is in the body 
a reserve of protein called labile or deposit protein, which 
is stored in all organs and tissues (Best and Taylor, 
1945). It is not an integral part of the organs or tissues, 
but is readily available, when needed, for energy require- 
ments, and also for rapid replacement of the used protein 
of blood plasma. 

After a time, however, the store of labile protein becomes 
exhausted and the breakdown of tissue protein then com- 
mences. Localio (Localio et alii, 1948) first suggested the 
term “hypoproteinism” for the ensuing reduction of tissue 
protein. Localio describes how the protein content of the 
tissues can be experimentally ascertained. He demon- 
strates that reduction in tissue proteins, or “hypo- 
proteinism”, interferes with wound healing. This has also 
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been demonstrated experimentally by Kobak and his 
co-workers (Kobak et alii, 1947). 

“Hypoproteinism”, then, with its associated weakness, 
wasting, lowered resistance and impairment of healing, 
must, as far as possible, be prevented. If it is already 
present it must, as rapidly as possible, be overcome. 

Estimations of the blood plasma protein content may 
tail to reveal “hypoproteinism”. The total quantity of 
plasma protein becomes reduced, but because of accom- 
panying dehydration, with reduction of the water content 
of blood, the percentage of plasma protein remains normal 
for a time or may even be increased. Later the total 
protein content of the blood becomes so far reduced that 
its concentration falls below 6%. A condition known as 
“hypoproteinemia” is then said to exist. 

The effect of hypoproteinemia on the physiology of the 
tissue fluids will be mentioned later. 


Fat Metabolism in Starvation. 

We have seen that in dehydration body fats are an 
important source of water. Body fats also provide the 
greatest source of energy in starvation. When the stores 
of glycogen are exhausted much more fat is utilized by 
the liver for metabolic functions. Normal products of 
liver metabolism are the ketone bodies, namely, aceto- 
acetic acid and acetone. In health the ketone bodies are 
rapidly used by the muscles or other tissues for energy, 
being ultimately converted into water and carbon dioxide. 

In starvation the liver, mainly owing to its increased 
use of fat, pours greatly increased quantities of the ketone 
bodies into the blood stream (Maxwell, 1944). The ketone 
bodies are thus produced in greater quantities than they 
are utilized and accumulate in the blood stream, where 
they exert toxic effects. This condition is sometimes 
called acidosis or, more correctly, ketosis. 

The term “acidosis” is somewhat misleading. The 
reaction of the blood plasma remains on the alkaline side 
of neutrality even in the most severe acidosis, but acid 
substances in the blood are not neutralized as readily as 
is normal. The accumulation of acid substances in the 
blood is accentuated in various ways in starvation and 
dehydration. An accompanying impairment of renal 
function not only interferes with the excretion of the 
ketone bodies in the urine, but also may cause retention 
in the blood of acid radicals which normally are excreted 
by the kidney. Hemoconcentration slows the blood-stream 
and the diminished quantity of circulating fluid tends to 
interfere with oxidation of the ketone bodies. It also 
causes diminished excretion of carbon dioxide and acetone 
by the lungs. 

It follows that in starvation and dehydration the most 
effective agents in the treatment of “acidosis” are water 
and glucose. Water lessens hemoconcentration, thereby 
aiding metabolism and excretion. Glucose helps to restore 
normal liver function and in turn the production of the 
ketone bodies is thereby redvced. 


Water and Salt Depletion. 

A convenient approach to the subject of water and salt 
depletion is to regard man as an organism whose cells 
live and grow on a fluid medium, namely, the fluid of the 
interstitial tissue spaces. This fluid medium is maintained 
by the blood, which also carries away waste products. 
We may thus picture the body as being divided into three 
fluid-containing compartments, the interstitial tissue fluid 
lying between the cellular fluid and the capillary fluid 
or blood plasma. 

The total water content of these three compartments 
comprises 70% of the body weight. Its distribution is as 
follows: cellular water 70%, interstitial tissue water 23%, 
blood plasma water 7%. 

Water passes freely between the three compartments, 
maintaining uniform body isotonicity, its passage being 
largely governed by osmotic pressure. The osmotic pressure 
of the three fluids is determined by the proteins and 
electrolytes, that is, the inorganic salts, in solution. In 
the interstitial tissue fluids and in the blood plasma the 


The kidneys keep the water and the sodium chloride 
content of the body normal both in total quantity and 
in their proportion to each other by excretion of excessive 
water or of excessive salt. 

Apart from renal and circulatory disturbances, this 
mechanism can be upset in various ways. Disturbances 
in water and salt metabolism met with in ear, nose 
and throat practice are caused by the following conditions. 

1. Insufficient intake of water and salt, due to various 
disease conditions previously mentioned. 

2. Excessive loss of water and salt 
sweating. 

3. Hypoproteinemia, the result of prolonged malnutri- 
tion. It is estimated that hundreds of litres of fluid, 
consisting largely of hypotonic saline solution, pass daily 
out of the capillaries into the interstitial tissue spaces 
and back. The fluid is forced out of the arterial end of the 
capillary by the blood pressure. Plasma protein, however, 
is retained in the capillary and the osmotic pressure which 
this exerts causes reabsorption of the fluid back into the 
venous end. When the protein concentration of the plasma 
is reduced the plasma osmotic pressure is correspondingly 
lowered. Reabsorption of fluid into the venous end of the 
capillary is thus lessened and edema then occurs. Capil- 
lary damage is also thought to play a part in this 
disturbance. 

4. Administration of fluids, especially by the intravenous 
route, containing either too much or too little salt. The 
law of isotonicity of body fluids indicates what happens 
when too much or too little salt is given, that is, too much 
salt leads to retention of water and cdema, for example, 
pulmonary edema. Conversely, too little salt causes the 
total body salt content to fall, which leads to excretion 
of water and dehydration. It is opportune here to mention 
a common fallacy in assessing fluid balance, namely, the 
statement that if an adult patient is regularly passing 
a litre of urine per day he cannot be in a dehydrated 
condition. Marriott has clearly shown that extracellular 
dehydration, that is, reduction of the water content of 
the blood and the interstitial fluids, results from salt 
depletion, and that this cannot be remedied by giving 
water alone. This would be comparable with running 
water into a bath which had no plug—the output would 
be excellent, but the bath would not fill. Until the body 
salt content has been restored, dehydration will persist. 


from vomiting or 


Starvation. 
words on the somewhat 


Vitamins in 
I propose to say only a few 
obscure subject of vitamins in starvation. Hunt (1941) 
demonstrated the importance of vitamin C in wound 
healing, and his findings have been confirmed by other 
workers. This alone makes it advisable to provide generous 
quantities of vitamins, especially to patients who are being 
fed parenterally. 
While the oral route is preferable, vitamins A, B complex, 
C and D can now be given by intramuscular injection. The 
parenteral administration of a single vitamin is inadvis- 
able. Vitamin requirements appear to depend, apart from 
age and weight, on the caloric value of the diet. It is 
said that acute symptoms of hypovitaminosis may there- 
fore become apparent in a starving patient, when food 
lacking in vitamins is given, and that this particularly 
applies to the intravenous administration of glucose. 


Treatment of Depletion. 

Provision of fluid nourishment must, of course, be pre- 
ceded by or accompanied by blood transfusion when 
required. 

I will refer only to the treatment of those patients who, 
through dysphagia or extreme weakness or other cause, 
are dependent in whole or in part on fluids for 
nourishment. 

It is necessary at the start of treatment of such a patient 
to assume a state of general depletion with, in the more 
severe cases, some degree of ketosis (a specimen of urine 
may not be immediately available). The food, water, salt 


principal electrolytes in solution are sodium and chlorine and vitamin requirements must be assessed. This presents 


ions. 


| an interesting therapeutic problem. 
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Aids in assessing the requirements of the patient may 
be grouped as follows: (i) a full case history, (ii) repeated 
physical examinations and appraisals, (iii) repeated exam- 
inations of the urine, (iv) laboratory tests of blood 
chemistry and renal efficiency. These are set out in order 
of importance. . 

Water and salt requirements of a patient cannot be 
accurately assessed at the start of treatment. It is 
necessary, after treatment is commenced, frequently to 
assess changing water and salt requirements by clinical 
signs such as dryness or moistness of the tongue, by 
noting the specific gravity and quantity of the urine and 
by estimations of its chloride content by the Fantus test 
(Fantus, 1936). This test is easily and quickly carried 
out in the ward and is of more value than laboratory 
estimations of the chloride content of the blood. 

Marriott states that enough water should be given (to 
an adult) to yield a urinary volume of approximately one 
pint every eight hours, and that enough salt should be 
given to maintain urinary chlorides at three to five 
grammes per litre. It is advisable, therefore, to measure 
the urine, to note its specific gravity, and to carry out 
the Fantus test approximately eight-hourly. Needless to 
say, a fluid-balance chart must be kept. 

Laboratory estimations of the protein content of the 
blood plasma will also be required. These are of great 
value pre-operatively—for instance, in cases of esophageal 
stricture or neoplasm. 


Methods of Administration of Fluids. 
Oral Administration. 

The only really satisfactory method of administering 
fluids is by mouth. A tube passed into the stomach 
through the nose or through a gastrostomy opening gives 
comparable results. Most requirements may thus be readily 
given. 

A restless or delirious patient may be heavily sedated 
twice daily in order to permit the passage of a stomach 
tube for the administration of fluid nourishment. Sir 
Hugh Cairns stated, in a lecture on “The Treatment of 
Purulent Leptomeningitis”, delivered under the auspices 
of the Royal Australasian College of Physicians in 1948, 
that he had found this method useful in severe meningitis, 
as lumbar puncture and catheterization of the bladder are 
also facilitated. 

Varco’s diet, designed especially for pre-operative treat- 
ment of weak and wasted patients (Varco, 1947), is of 
value in many cases of depletion, both pre-operatively and 
post-operatively. Speaking of preoperative treatment, 


Varco says: 

It has been possible to arrive at estimates of how long 
a patient should receive a caloric intake augmented to 
about 4,000 or more calories daily. From experiences 
with several hundred nutritional problems, the con- 
clusion has been reached that if 5 to 7 days are devoted 
to such dietary preparation for each 10 per cent. of the 
body weight lost, the individual will consistently be able 


to tolerate extensive surgical procedures. 

A formula used at the Royal Prince Alfred Hospital, 
Sydney, is shown in Tabie II. 

This feeding may be modified by the addition of two 
egg yolks to each pint of mixture. Each egg yolk contains 
five grammes of protein and six grammes of fat. The 
food value of one pint would then be: protein 49 grammes, 
fat 12 grammes, carbohydrate 64 grammes. Glucose or 
lactose may be used to increase the caloric value of the 
feeding. Each gramme of these yields four Calories. 

If the patient is being fed by a gastric tube, it is a 
relatively simple matter to give adequate quantities of 
this mixture, whereas oral administration is often more 
difficult. However, a satisfactory protein and caloric 
intake should usually be possible. This is always to be 
aimed at in every case. 


Intravenous Administration. 
When sufficient fluids cannot be given by the methods 
already mentioned, intravenous fluid therapy may be 
required. This therapy can be life-saving. 


| 

| Marriott points out that it can also be lethal. Many 
patients have undoubtedly died as the result of being 

| given too much salt, in the form of isotonic saline. The 

| danger is greatest in infancy. The salt requirement in 

| infancy is about one gramme daily. The infant kidney is 
incapable of excreting much excess salt. 

| The possibility of renal inefficiency, whatever the age of 
the patient, must always be borne in mind, as it adds 

| greatly to the hazards of intravenous therapy. 

In general, the following principles are followed in the 

administration of intravenous fluids. 

In oto-laryngology normal saline solution should prac- 

tically never be used at the start of the treatment. When 
dehydration and starvation are both in evidence the 
dehydration should first be attacked by giving 4% of 
glucose with one-fifth normal saline. As has been shown, 
this will also help to overcome the coexistent ketosis. If 
glucose is given faster than it can be utilized it will be 
excreted by the kidneys. This entails excretion also of 
water, that is, some fluid loss occurs. Glycosuria also 
accelerates the excretion of salt in the urine, and this too 
entails excretion of water. Glycosuria, therefore, is very 
dehydrating (Peters, 1944). The rate of administration 
of the solution must be carefully controlled. 
If the patient is wasted there is probably some degree 
of hypoproteinism with hypoproteinemia. This also neces- 
sitates a slow rate of administration, as too rapid dilution 
of the blood will cause a peripheral and visceral edema, 
such as pulmonary cedema. 


TABLE II. 
Royal Prince Alfred Hospital Diet Mixture Number 1. 











| 
eee = 
| | | | « 
| | arbo- 
Ounces. Protein. | Fat. | hydrate. 
| | | | 
| | 
| Dried skim milk .. | : tm —- | 
| Liquid skim milk? | 18 } 18 —_ 24 
“‘Aktavite” ; 0-5 =| — _ 12 
| | 
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Salt (as indicated). 
Volume: 1 pint. 


Calories: 412. 
4 Ordinary unskimmed milk may be more convenient and can be used. 


Blood serum should be given early to wasted patients 
in order to provide protein. In addition, if prolonged 
intravenous medication is necessary, serum should be 
given every day or every second day. It is necessary 
to remember that serum contains 0:7% of sodium chloride, 
that is, seven grammes of salt are contained in one litre 
of serum. 

Amino acids have been given intravenously in an 
attempt to combat hypoproteinemia and will possibly come 
more into use. I have not used them. There are said to 
be ten “essential” amino acids. Apart from their high cost, 
difficulties that have been encountered in their intravenous 
use include bacterial contamination of the solution and 
general reactions with headache and vomiting. Venous 
thrombosis at the site of injection is liable to occur if 
the amino acid solution is too strong or if more than 500 
millilitres are given at a time into one vein (Magee, 
1948). 

In oto-laryngology it should not be necessary to give 
any solution at a rate faster than a litre in three hours. 
A much slower rate may be necessary as determined by 
factors aiready mentioned. 

Usually for patients under our care 3000 millilitres of 
the solution (approximately five pints) provide sufficient 
daily fluid for an adult. For very dehydrated patients 
this quantity has to be exceeded for a day or two. 

When dehydration is under control, 10% glucose solution 
is sometimes useful, owing to its high caloric content. 

Salt depletion may occasionally necessitate, for a time, 
the administration of normal saline. It should be 
remembered that one litre of normal saline contains 8-5 


| grammes of salt. 
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If the patient cannot sleep, intravenous therapy should 
be discontinued at night. 

Intravenous therapy may have to be stopped if pyrogens 
in the available solution cause marked general reactions. 

Finally it is essential in intravenous therapy to examine 
the patient frequently, especially for signs of pulmonary 
edema, and to test the urine frequently, especially for 
quantity, specific gravity, chloride content, ketones and 
sugar. 


Rectal Administration. 


possible ways of administering fluids I 
This method is some- 
methods has 


Of the other 
will mention only the rectal route. 
times useful when water intake by other 
to be supplemented in limited quantity. 


Summary. 
The frequency of dietary and 
laryngology is indicated. 
The syndrome of depletion is described and treatment is 
briefly discussed. 


fluid depletion in oto- 
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SOME ASPECTS OF NUTRITION AS RELATED TO 
THE PRACTICE OF OBSTETRICS AND 
GYNAECOLOGY." 


By Espen H. HIPstey. 
From the Australian Institute of Anatomy, Canberra.’ 


THE NEED FOR AN INCREASED KNOWLEDGE OF DIETETICS 


MANY diseases arise as a result of man’s contact with 
environment, be it physical, chemical or biological. This 
contact may be rapid in its effect—as, for instance, when 
one eats green apples, or when one is hit by a tramear, 
or when one receives a wound which becomes septic. The 
effect may be slow and almost imperceptible, as in a chronic 
vitamin deficiency, or follcwing the invasion of the 
spirochete, or due to sunlight on a sensitive skin. 
Likewise the effect of a strained, unnatural sociological 
environment may not become manifest for many years 
until a typical -sendamenaiinaes a 


1Read at a meeting of the ideaantiine medical officers and 
the resident and ex-resident medical officers of the Royal 
Hospital for Women, Paddington, on October 29, 1948. 

2This work was commenced at the Royal Hospital for 
Women in 1946 during the tenure of the Wyeth Fellowship in 
Obstetrics. 





of chemical environment. 
in quality and quantity 
a great variety of 


Food falls into the category 
It is capable of wide variation 
and is thus capable of producing 
effects. 

The physiological characteristics of the animals, 
including man, have in general been adapted for them to 
consume food when hungry—food which has been sub- 
jected to the minimum of storage, processing and cooking. 
The tendency in the dietary habits of civilized people 
has been to utilize foods which have been highly 
processed, at intervals determined by the clock and in 
amounts often little dictated by the appetite. 

Sugar and refined cereals are two examples which serve 
to illustrate the effect of modern food processing upon 
the balance of nutrients. It is difficult to balance the 
vitamin content of diets which contain much sugar 
without resorting to concentrates. Thiamine is needed 
for the metabolism of sugar, and as the latter does not 
contain any itself it must draw its supplies from other 
dietary sources. If the full demand for thiamine is not 
met, pyruvic acid accumulates in the blood and tissues. 

Although it is well known that during the modern 
process of milling wheat the greater percentage of 
vitamins is removed along with the germ and the bran, 
perhaps not so well recognized is the extent to which 
minerals are removed. The various mineral constituents 
of wheat and the mill products are set out in Table I, 
which shows clearly the extent to which the minerals are 
taken from the flour. In diets containing large amounts 
of refined cereal this mineral loss may be important. 
Bread, biscuits, cake, pastry, macaroni and puddings all 
have flour as a basis and must be considered in any 
appreciation of the nutrient value of cereals 
PRACTICE OF GYNACOLOGY. 


THE PLAcE OF DIET IN THE 


The etiology of many gynecological conditions is 
obscure. This has meant that very often little or nothing 
is known of preventive medicine in this sphere, and the 
resources of clinical teaching have been concentrated on 
treating the established disease. Frequently the only 
treatment available has been surgical—which it must be 
confessed is far from the ideal of medical practice. 


With the discovery of the hormones concerned in the 
sexual and reproductive functions, therapeutics entered a 
phase where endocrines were widely advocated. That the 
endocrine glands are functioning abnormally in conditions 
such as functional uterine hemorrhage is evident; but it 
is only recently that gynecologists and physiologists have 
been asking themselves what it is that makes the glands 
function abnormally. In a few cases an inherited genotype 
may cause endocrine disease; but in the majority, is the 
cause to be looked for in environmental factors? 

In the field of nutrition, of perhaps the greatest interest 
to gynecologists is the work of G. R. Biskind, M. S. 
Biskind and L. H. Biskind, concerning syndromes related 
to excess estrin circulating in the body. This work has 
evolved from the pioneer discovery of G. R. Biskind®’ who 
demonstrated (in experimental animals) a _ relationship 
between the nutritional state of the animal and estrin and 
androgen inactivation by the liver In the words of the 
Biskinds: 


When a pellet of estrone or estradiol is implanted in 
the spleen of a castrate female rat, the absorbed estrogen 
must first pass through the liver via the portal circula- 
tion. On a complete diet such an animal remains 
anestrous; on a vitamin B complex free diet it goes 
into continuous estrus. Brewer's yeast restores the 
anestrus state; subsequent depletion again leads to 
estrus. The flow of estrogen through the liver can be 
controlled at will, by withholding the B vitamins or by 
restoring them to the diet. The same phenomena occur 
if, instead of implanting a pellet, one ovary is trans- 
planted to the spleen and the other is removed. It 
occurs in the absence of detectable gross histological 
changes in the liver. - 

When, however, pellets of testosterone propionate are 
implanted in the spleens of castrate male rats, there is 
no significant difference in the weights of prostates and 
seminal vesicles in animals on a B free, or in those on a 
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TABLE I. 





Mineral Content of Wheat and Mill Products Calculated as the Elements from Analysis of the Ash by Sullivan and Near (in Parts per Million of Product, on Dry Basis).' 


Low-grade Total Mill-run 








Element. Wheat. Patent Flour. Clear Flour, Flour. Middlings. Bran. Germ. 
Total ash .. F ‘ 20,500 4,820 8,040 14,620 47,620 67,480 50,410 
Magnesium .. ve 2° 1,898 308 624 1,327 4,546 7,166 3,801 
Calcium ae oe = 452 1380 227 376 1,115 1,158 | 692 
Phosphorus. . oa 5 4,440 1,162 1,910 3,511 10,446 15,208 12,533 
Potassium .. is - 2,370 552 875 1,553 5,633 7,098 5,542 
Zine e ee oF 100 40 48 129 319 562 420 
[ron se ts _ 31 8 11 22 71 95 68 
Manganese . . an ; 24 2 5 12 48 112 67 
Copper is pis 6 6 2 2 4 13 14 9 
Aluminium i es 3 0-6 2 7 3 27 25 

' Taken from ‘‘ Constituents of Wheat and Wheat Products ’’, by C. H. Bailey, 1944. 


yeast, supplemented diet. Estrogen ceases to be inacti- 
vated in vitamin B complex deficiency while androgen 
continues to be inactivated; thus a serious alteration 
must occur in the estrogen-androgen equilibrium. 
Carrying the results of the animal experimental work 
into the clinical field, these workers have investigated the 


evidence of nutritional deficiency in patients with menor- | 


rhagia, metrorrhagia, painful breasts, premenstrual tension 
or a combination of these. In three series of patients 
involving a total of more than 450 cases,” every patient, 
without exception, who had excessive uterine hemorrhage, 
cystic mastitis or premenstrual tension also had definite 
and usually severe objective and subjective indications 


of nutritional deficiency, such as cheilosis, atrophic | 


glossitis, cutaneous vascular spiders and muddy com- 








plexion. Treatment with vitamin B complex produced 
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Effect of cestrone administration on castrated female 
animal with diet deficient in vitamin B, complex. 


improvement not only in these conditions but in the 
general health and feeling of well-being. The complexion 
cleared and brightened, the skin and subcutaneous tissues 
became firmer and there was a diminution in the deposi- 
tion of fat about the hips, thighs and abdomen. Of the 
patients who were at the menopause when first examined, 
the symptoms of headache, nervousness, insomnia, dizzi- 
ness, hot flushes and pains in the extremities all subsided. 

These investigations attribute the symptoms to the fact 
that a nutritional deficiency alters the cstrogen-androgen 
equilibrium. This is of special interest in view of the 
response of many of these conditions to treatment with 
androgens. The Biskinds believe that the therapeutic effect 
observed with androgens is due to the reestablishment of 
the cstrogen-androgen equilibrium at a higher level. 


Administration of the vitamin B complex, in contrast, 


| 


reduces the body estrogen to the normal range and thus 
reestablishes the equilibrium at a physiological level. 

The Biskinds recommend that treatment should be 
given with whole dried liver extract equivalent to two to 
three ounces of liver per day. In my experience of oral 
liver therapy the best method has been to give the extract 
in iced lemon juice sweetened to taste, or incorporated in 
soup. It is essential also that the patient’s diet be 
reviewed and faulty habits corrected. 


THE PROBLEM OF OBESITY. 


It is intended to discuss obesity in some detail, because 
of its common occurrence amongst gynecological patients, 
and because it can be treated with little expense but with 
considerable benefit to the patient and with gratification 
to the doctor. 
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PROSTRATE AND SEMINAL VESICLES 
OF CASTRATED MALE 


Figure II. 


Effect of androgen administration on male animal with 
vitamin Bz. complex deficiency. 


Obesity and Health. 

Statistics amassed by life assurance companies and 
information from other sources have established the fact 
that obesity is associated with increased mortality from 
chronic degenerative diseases:-and cancer. The work of 
Tannenbaum™ and others with experimental animals has 
shown that Calorie restriction diminished the incidence 
of cancer. McCay et alii® have shown that longevity 
in rats is increased by Calorie restriction as opposed to 
ad libitum feeding. 


Treatment of Obesity. 
Many patients deny strenuously any suggestion that they 
are overeating, and often the most careful dietary history 
confirms their denial. This is most disconcerting to the 
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doctor about to treat the patient, unless he realizes that 
the period of excess consumption of Calories may have 
been at some time in the past, and that the patient is 
at present consuming a maintenance diet quite adequate 
for her activities, which are now restricted by her obese 
condition. Very often the gain in weight has occurred 
during pregnancy and there has been no return to normal 
during lactation. Usually, however, it will be found that 
the diet is not well balanced, but contains an excess of 
sugar and starch as compared with protein, vitamins and 
minerals—the “tea and toast” diet. 


The aim of treatment during the wieght reduction phase 
is to provide a diet which contains an excess of protein, 
vitamins and minerals and a deficiency of Calories, so 
that the patient is forced to live for a time on her own 
fat resources. For this purpose she must be provided with 
written detailed instructions of a restricted caloric diet— 
usually 1250 Calories. It is essential that for at least one 
month all food consumed be actually weighed, so that she 
becomes thoroughly familiar with the quantities of food 
prescribed. Table II and the food list for obesity diets 
shown here give the patient all the necessary instructions. 


TABLE II. 
Reducing Diet—1250 Calories.' 




















Meal. Menu. | Quantity of Food. 
ede’ 
Breakfast. | Fruit on list. | Half portion. 
Egg — poached, scrambled, | One average. 
boiled. 

Bread. | Three-quarters slice _three- 
| eighths inch thick (one 

ounce). 

Butter. | One teaspoon (one-quarter 
| ounce). 

Milk—skim. | Five ounces. 

Lunch. Lean meat, rabbit or poultry. Small serving (two ounces). 

Or egg—hard-boiled. | One average. 

Or cheese. | One ounce. 

Salad vegetables. | See list. 

Bread. | Three-quarter slice _ three- 
| eighths inch thick (one 
| ounce). 

Butter. | One teaspoon (one-quarter 
| ounce). 

Milk—skim. | Five ounces. 

Fruit on list. | One portion. 
| Sone 

Dinner. Lean meat, fish, poultry or | Medium serving (three ounces). 
rabbit, grilled, boiled, | 
steamed. } 

Potato—boiled or steamed. One small (two ounces). 

Carrot or pumpkin. | Small serving (two ounces). 

Vegetables on list. | One cup cooked. 

Fruit on list. | One portion. 
| 

Supper. Milk—skim. | Five ounces. 








1Each day the diet should include three-quarters of a pint of skim milk. 
You cn | use this in tea or in coffee, or make junkets ; no sugar to be added, 
but saccharine (available from a chemist) may be used if desired. Tea may be 
taken during the morning or afternoon as well as with meals if desired. 


Food List for Obesity Diets. 

Take meals at regular intervals—do not eat between 
meals. Drink four to six glasses of water each day. You 
may eat liberally of the vegetables in this list: asparagus, 
French beans, butter beans, broccoli, cabbage, cauliflower, 
celery, cucumbers, egg fruit, green peppers (capsicums), 
kale, lettuce, onions, radishes, spinach, marrow or squash, 
tomatoes, watercress, greens of any kind, sprouts of any 
kind. Vegetables must be cooked in a small amount of 
boiling, salted water till just tender. Keep lid on pan while 
cooking. Drink the vegetable water. You may use some 
of the butter allowed in the diet with the vegetables. 


Portions of Fruit—One-half grapefruit (medium size), 3°5 
ounces, or 2:0 ounces of grapefruit sections. One medium 
orange (five ounces), or four ounces juice. One-half cup 
of orange juice (four ounces). One medium apple (four 
ounces). One medium pear (four ounces). Two-thirds of 
a cup of blackberries (three ounces). One cup of straw- 
berries (five ounces). Two medium peaches (four ounces), 
or 3°5 ounces of sliced peaches. One-half small melon 
(cantaloupe or rock) (5°5 ounces). Three-quarters of a cup 
of fresh pineapple (diced or grated) (six ounces). Water- 
melon (fourteen ounces). One slice of papaw (seven 
ounces), or 3°5 ounces diced or mashed. 
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Do Not Eat.—F ried food, sugar, sweets, jam, jelly et cetera. 
Cake, pastry, puddings or ice cream. Salad dressings or 
mayonnaise. Dried fruits, or fruits preserved in syrup. 
Cereals—oatmeal, spaghetti et cetera. Corn or maize, dried 
beans or peas. Fat meat, cream, soft drinks, beer, wine or 
other alcoholic drinks. Sauces or gravies. 

The weight loss will at first be rapid, but as the weight 
approaches the optimum the loss will become progressively 
slower. When the weight reaches the basic level, diet 
restrictions are relaxed; but foods of high calorific value 
and low in nutrients must be thereafter avoided. At the 
start of treatment the underlying principles should be 
explained to the patient to ensure her complete confidence 
and enthusiasm for the results of treatment. 

There are several interesting features of the clinical 
history recorded diagrammatically in Figure III:' (a) the 
typical curve of weight reduction, showing the diminishing 
decrements as treatment progresses; (b) the reduction 
of blood pressure; (c) the marked improvement in 
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Ficure III. 
Result of treatment of Mrs. B. 
Before treatment 


Treatment of obesity. 
with well-balanced 1250-Calorie diet. 
she was infertile (married twelve years), suffered from 
severe metrorrhagia and from hypertension, was over- 
weight and felt tired. After treatment she had regular 
menstruation and became pregnant, her hypertension 
was reduced and so was her weight, and she experienced 
a feeling of well-being 


menstrual function, followed by the patient’s first preg- 
nancy after twelve years of married life. 

Perhaps it may be possible to influence by dietary means 
the anovular menstrual cycle (commonly associated with 
sterility) so that ovulation will occur. That this is likely 
is suggested by the claim of Biskind et alii that metro- 
pathia hemorrhagica, a condition closely allied to the 
anovular cycle, can be influenced by raising the intake of 
B vitamins. 

DIET IN PREGNANCY. 

Because of the number of highly processed unbalanced 
foods available to the civilized woman, it is obviously 
unsafe to leave the choice of a diet to appetite and chance. 
Thus is created a need for education in the principles of 
selecting a balanced nutritious diet. 


The educational programme has been dependent on a 
considerable volume of research into what are the 
requirements of the nutritional elements in this diet. 
Experiments have been, and are being, carried out both 
on animals and on man, but the required knowledge is 
far from complete. 





1] am indebted to Dr. F. W. Clements, Director of the 
Australian Institute of Anatomy, for permission to present 
this case and for the details of the dietetic régime used in 
treatment. 















The National Research Council Recommended Allowances. 


The National Research Council of America surveyed 
the available evidence and as a result drafted a table of 
recommended nutrient allowances which would act as a 
standard towards which nutritional programmes should 
be aimed. Many people think nowadays that the standard 
has been set too high. Practical experience in wartime 
and post-war Europe and in dietary surveys amongst 
native peoples has demonstrated that the body possesses 
remarkable powers of adaptation to varying quantities of 
food, provided it is nutritionally well balanced. The 
difficulty of balancing diets containing much sugar or 
refined cereals has already been mentioned. 
































TABLE III. 
Recommended Daily Allowances of Dietary Essentials for 
Pregnant Women (Latter Half of Pregnancy). 








Substance or 
Measure, Amount or Number. 
Calories se -- | 2500 
Protein . . iG wd 85-0 grammes 
Calcium. . ae >. 1:5 grammes 
[ron ms ae ay | 15-0 milligrammes 
Vitamin A s .. | 5000 international units 
Thiamine i a 1-8 milligrammes 
Riboflavin ee ss 2-8 milligrammes 
Niacin .. a8 oe 18-0 milligrammes 
400 to 800 international units 


Vitamin D 





These recommended daily allowances will be obtained 
from a diet based on the following outline: 

7 a.m.: orange juice (from one orange). 

8 a.m.: oatmeal, egg and bacon; milk, half-cup (as coffee 
if desired). 

11 a.m.: milk, one glass. 

12.30 p.m.: mixed sandwiches, milk, cocoa (one cup of 
milk). 

6 p.m.: one serve meat, three vegetables; stewed fruit 
and milk pudding. 


Supper: hot milk, one glass. 
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| Diet as a Factor in the Atiology of Toxzemia of 
Pregnancy. 

| During the past few years interest in the possibility 
| that diet is a primary cause of toxemia of pregnancy 
| has been attracted by the following facts: 


Geographical Distribution. 

The disease shows a pronounced geographical distribu- 
tion, a fact of which obstetricians have been aware 
for many years. My own experiences with the 1947 New 
Guinea Nutrition Survey impressed me with the fact 
that toxemia is apparently much less common amongst 
New Guinea natives than amongst civilized Australians. 
In a single examination of the external appearances and 
blood pressure of 85 native woman (61 multiparous and 
24 primiparous) in the last ten weeks of gestation, only 
two had signs which may have been due to mild toxemia. 
Interrogation of elders of the villages for abnormalities 
which may have been due to eclampsia, and of European 
and native medical assistants, confirmed my belief that 
eclampsia is a very rare disease. I am confident that the 
triad of convulsions, pregnancy and death is sufficiently 
spectacular to have impressed the native memory. 


Seasonal Variation. 

Many authors have reported a definite seasonal incidence 
in eclampsia, but there has been no agreement as to the 
climatic factors which were associated. An attempt was 
made to determine whether there was a seasonal variation 
in the incidence of eclampsia in Sydney. 

The months of admission of 347 patients with eclampsia 
to two Sydney hospitals from 1938 to 1945 are recorded in 
Tables V and VI and in Figure IV. It will be seen that 
eclampsia is more common from May to September than 
from January to March. 

Morrison™® noted a_ similar seasonal incidence in 
Melbourne. 

It is interesting to correlate this seasonal incidence with 
the consumption of fruit and vegetables. Figure V, which 
has been adapted from work by Mavis Honey’, shows 
the variation in consumption of foodstuffs containing 





vitamin C in 1938. The figures were compiled from a 


TABLE IV. 
Monthly Admissions for Eclampsia to Royal Hospital for Women. 
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house-to-house survey, and there is no reason to believe 
that the values obtained do not represent an average year 
in Sydney. Mavis Honey writes: “Except in Queensland 
there is a pronounced seasonal variation in the consump- 
tion of salad vegetables.” 

If Figures IV and V are compared, it will be seen that 
the peak month for eclampsia corresponds with the lowest 
value for vitamin C consumption. This correlation should 
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Ficure IV. 


Monthly incidence of 347 cases of eclampsia over eight 
years in Sydney. 


be interpreted merely as showing a possible relationship 
between the seasonal variation in the dietary pattern of 
Sydney and the seasonal incidence of eclampsia. 


Variation in Annual Incidence. 

The incidence of eclampsia is alleged to have declined 
in the central European countries during the first World 
War, and the deciine has been thought to be due to altera- 
tion of the diet pattern of these countries during this 
period. 
















































































MILLIGRAMS OF ASCORBIC ACID 


JFMAMIIASOND MONTHS 


FIGURE V. 


Consumption of fresh fruit and vegetables in New 
South Wales metropolitan area, 1938. (Adapted from 
an article by Mavis Honey.) 


The incidence of eclampsia, albuminuria, stillbirths 
and neonatal deaths in Sydney throughout the war years 
was examined, and an attempt was made to correlate the 
findings with the nutritional standard of the people. 


The combined yearly incidence of eclampsia at two 
Sydney maternity hospitals is recorded in Figure VI. It 
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will be seen that the greatest percentage of cases based on 
live births occurred in the year 1942. 

The yearly incidence of cases of albuminuria at the 
Royal Hospital for Women is recorded in Figure VII. 
Again 1942 was the year of greatest incidence. 

Rome“ states that a record number of cases of 
eclampsia occurred at the Women’s Hospital Melbourne, 
in 1942 and 1943, when there were 55 and 52 cases 
respectively. 

The numbers of stillbirths and neonatal deaths at 
the Royal Hospital for Women are given in Figure VIII. 
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FIGURE VI 


Yearly incidence of 347 cases of eclampsia in Sydney 


The incidence is at a maximum in 1942 and then declines 
rapidly in 1943. 

The above data suggest that some factor operated during 
1942 to produce an increase in eclampsia, toxemia, still- 
births and neonatal deaths. 

During the war years the stillbirth and neonatal death 
rate has been falling fairly steadily since 1942 in England, 
Scotland and Wales.” This has been attributed to an 
improvement in the nutritional standards of the people 
from 1942 onwards—an improvement largely due to an 
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FIGURE VII 


Yearly incidence of albuminuria (without eclampsia) 


at the Royal Hospital for Women, Sydney. 


increase in the extraction ratio of flour and to a better 
distribution of supplies of vegetables and milk. 

With the cooperation of the Division of Marketing and 
Agricultural Economics, Department of Agriculture, New 
South Wales, it was possible to review the supplies of 
fruit and vegetables available in Sydney. 
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The position is summarized in Table VI. In the com- 
pilation of the table the price index was taken as the 
main guide; but other factors such as rationing and the 
demands by the services (which were very heavy in 1942 
and 1943) were also considered. It can be seen that 1942 
was a year of great shortage in all the foodstuffs listed. 
The evidence is suggestive that this shortage may have 
contributed to the increased morbidity mentioned. 


Dietary Surveys. 

As a result of dietary surveys overseas and in 
Australia,“” toxemia has been statistically associated with 
poor diet groups. 

In 1941, Ebbs, Tisdall and Scott“” published the results 
of a dietary study of 400 pregnant women who were 
divided into diet category groups. They found that during 
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Figure VIII. 


Yearly incidence of stillbirths and neonatal deaths at 
the Royal Hospital for Women, Sydney. 


the whole course of pregnancy the mothers receiving a 
good or supplemented diet enjoyed better health, had fewer 
complications and proved to be better “obstetrical risks” 
than those left on poor diets. The incidence of miscar- 
riages, stillbirths and premature births among the women 
receiving poor diets was much increased. The incidence 
of illness among the babies up to the age of six months 
and the number of deaths resulting from these illnesses 
were many times greater in the poor diet group. 
































TABLE VI.* 
Supplies of Fresh Fruit and Vegetables Available to Sydney Housewives. 
- . 
Food. | 1938 | 1939 | 100 | 1941 | 1942 | 1943 | 1944 | 1945 
| = | | 
| rs. 
Peas... 5 4 4 2 1 2 | 8 2 
Tomatoes Rderes 128, ) 8-4 Wafece ee 
Vari- | | | | Vari- | Vari- 
able | | able | able 
Cabbages 8 4 5 | 5 3 | 1 1 | La, 
Vari- 
| able | 
Lettuce "ae Ue Vege ey, Se coe ee fe | 21°31 2 
Oranges. . 4 3 ie ae, oe ee | | 8 2 
| | Vari- 
| j | able 
Potatoes s. 1-2 4 | 6 1 4 4 4 
Vari- | } Vari- 
able able 
1 Index of availability: glut=6; very good=5; good=4; moderate=3 ; 


poor=2; very poor=1. 


Burke et alii in 1943° reported a study of 216 pregnant 
women, in which their findings were similar to those of 
Ebbs et alii, but in addition Burke and his co-workers 
stated that most infants who showed congenital abnor- 
malities were born to mothers who were receiving 
inadequate diets throughout pregnancy. 














The Commonwealth National Health and Medical 
Research Council Committee of Inquiry into the Medical 
Aspects of the Decline of the Birth Rate (1948), as a 
result of an intensive study of 406 women, obtained 
definite evidence that nutrition played an important part 
in the development of toxemia. It found also that the 
adequacy of the diet during pregnancy was an important 
factor in promoting successful lactation. The committee 
did not, however, as did Burke et alii and Ebbs et alii, 
obtain evidence that stillbirths and neonatal deaths were 
influenced by the diet during pregnancy, but explained 
that this discrepancy in results may have been due to the 
fact that the difference between the “good diet” and 
the “poor diet” was much greater in the overseas 
investigations. 


The Dietetic Factor. 

In none of these investigations has it been possible to 
relate the increase in the incidence of toxemia among 
those women receiving an inadequate diet to a low level 
of any one specific nutrient. The evidence has centred 
interest around protein and to a lesser extent calcium, 
and supplementation of the diet with these nutrients has 
been advocated as prophylaxis. Miss McNaughton, in a 
survey carried out in Melbourne,” found that the intakes 
of protein and calcium were statistically lower in a 
toxemic group. 


. TABLE VII. 
Magnesium Content of Various Diets. 





Milligrammes | Milligrammes | 
of Calcium | of Magnesium 











Diet Data. per Thousand | per Thousand | Authority. 
| Calories. Calories. | 
| | 
Finnish (1910) - | — 280 to 320 | Tigerstedt.“” 
| — | 128 to 146 Sherman. ‘??) 
ies ( 1938) Advisory 25-0 1 98 | Hipsley. 
Council on Nutrition. ne 
New Guinea (1947) | 31:0 180! | Hipsley. 
Nutrition Survey. } 3 | 


1 As the magnesium content of many New Guinea foods was unknown, 
in the calculations values were used of similar types of foods for which the 
magnesium content was known. When there was any choice the lowest value 


was used. 





The evidence is strongly against inadequate protein 
per se being responsible for the disease. For instance, in 
a careful dietary survey carried out with a group of New 
Guinea natives amongst whom the disease is very rare, 
the mean intake of protein per capita was 14 to 41 
grammes or only 33:9% to 81:7% of calculated require- 
ments—even when allowance is made for the smaller build 
of the natives. The bulk of this protein was of vegetable 
origin. 

One interpretation of the available data is that there 
is an associated factor operative in the diet of peasant 
vegetarian communities and in “good” diets of civilized 
communities, which tends to become inoperative in the 
“poor” diets. 

An examination of the evidence has suggested to me 
that the level of magnesium in the diets of normal and 
toxemic women warrants investigation for the following 
reasons. 

1. The symptoms, signs and pathology of experimental 
magnesium deficiency in animals are remarkably similar 
to those found in eclampsia; tonic and clonic convulsions, 
edema, albuminuria and nephrosis-like kidney lesions 
have all been described.°? °* ¢ 

2. “Bovine parturient eclampsia” or ‘“grass-staggers”, 
first described by Sjollema,“ closely resembles human 
eclampsia. It is invariably associated with very low serum 
and urinary magnesium levels. 

3. Many authors, Fischer (1916), McNeile and Vruwink 
(1926), and Stroganoff (1937), have reported excellent 
results from the intravenous treatment of eclampsia with 
magnesium sulphate. McNeile et alii“? pointed out that 
not only did the drug have an anesthetic effect, but in 
some way it detoxicated the patient. 
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4. Using Miss McNaughton’s basic data,“” I calculated 
the magnesium content of the diets of 20 toxewmic and 
20 normal pregnant women. The toxemic group had a 


daily intake of 205-6 milligrammes as compared with that 
of 2543 milligrammes in the normal group, and the 


correlation was statistically significant. 

5. By means of basic data from the 1938 Dietary Survey 
of New South Wales Households, and the basic data of 
ithe 1947 New Guinea Nutrition Survey, a comparison was 
made between the magnesium contents of the two diets. 


Because the magnesium content of many of the New 
Guinea foods was unknown, it was necessary to use values 
of known foods which resembled the New Guinea foods 


most closely. The results showed that the New Guinea 
diet contained nearly twice as much magnesium and 


slightly more calcium (on a caloric intake basis) as the 
New South Wales diet (Table VII). 


An important reason for the comparatively smaller 
magnesium intake of the Australian diet is because most 
of the cereal of the diet is refined. One of the best dietary 


sources of magnesium is wheat germ, of which two ounces 
(about half a cup) would double the usual intake. 


Our knowledge of magnesium metabolism in pregnancy 
is limited. The aforementioned facts undoubtedly warrant 


further investigation of the problem. 


At the present time work has been commenced at the 
Australian Institute of Anatomy investigating the 


magnesium requirements of the pregnant guinea-pig, but 
it is not far beyond the preliminary stage. 
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Reports of Cases. 


A CASE OF A SUPERIOR SULCUS TUMOUR. 


Brous, Croix de Guerre, M.D., M.B., B.S., 
Adelaide. 


By Micuet 


TuMovUkS of the pulmonary apex have a well-defined and 
characteristic symptomatology. They do not belong to 
and do not form a pathologico-histological entity, as is now 
well established, in spite of their denomination as 
Pancoast’s tumours; at the same time they can be well 
grouped as a syndrome of a specific clinical aspect. 

The now classic publication of J. W. Tobias in the 
Revista Americana Latina (1932) contained a review of 
the literature on the subject and establishes the clinical, 
pathological and anatomical basis of the condition known 
as Pancoast’s or superior sulcus tumour. The condition 
has been called by Tobias, and rightly so, the “apico-costo- 
vertebral-painful syndrome due to a tumour of the pul- 
monary apex” (syndrome apico-costo-vertebral-doloroso por 
tumor apexiano). Recently a typical superior sulcus 
tumour has been diagnosed by me. The case history is as 
follows. 


Clinical Record. 


Charles A., aged fifty-seven years, married, with three 
children, a house decorator, consulted me on March 17, 
1947, complaining of a pain in the left shoulder, radiating 
towards the neck, into the chest and into the left arm, of 
intense and irregular character, resistant to usual medica- 
tion and physiotherapy given to him for months at the 
Royal Adelaide Hospital. 

The patient stated that since April, 1942, he had been 
attending the chest clinic of the Royal Adelaide Hospital, 
where he was treated for pulmonary tuberculosis. He was 
told, however, that his condition was not infectious, and to 
his knowledge he has never had a “positive” sputum. The 
diagnosis was based on a continuous cough without 
expectoration since early in 1942 and the presence of a 
“spot” in the left lung. The pain in his shoulder had 
started six months previously and gradually increased in 
severity. The medication and the physiotherapy received 
at the Royal Adelaide Hospital had not given him any 
relief. 

On examination he was a middle-aged man of small 
stature, pale, visibly emaciated and tired, moving con- 
tinuously around and trying to support his left hand to 
relieve the pain in his left shoulder. There was nothing 
abnormal in his personal and family antecedents; he was 
a moderate smoker and had an occasional glass of beer. 
His pupils were equal and reacted to light and accommo- 
dation. The palpebral fissures were equal. The pupils 
were of equal diameter. The fundi were normal. The face 
was symmetrical and uniformly moist. No signs of cranial 
nerve palsy were found. He was edentulous and his tongue 
was furred and moist. There was no abnormality of the 
heart or blood pressure. The left shoulder was dropped 
and obviously held in what was for the patient the 
position of ease. The chest wall moved with respiration. 
Respiratory amplitude was impaired at the apex of the 
left lung. Palpation revealed several hard glands in the 
left posterior triangie of the neck. Diminution of trans- 
mission of vibration and respiratory murmurs was present 
at the left lung apex. The trachea was slightly deviated 
to the left. The abdomen was normal. Tendon and 
cutaneous reflexes were normal in the upper and lower 
extremities. There was limitation of abduction at the 
left shoulder. Atrophy of muscles was found, especially 
at the proximal end of the forearm, with wide sensory 
changes. Analgesia was present in the area of distribution 
of the ulnar nerve and also higher up, where it was of 
the radicular type. 

In view of these findings X-ray examination of the chest 
was made. An opacity of the size of a large mandarin 
orange was found in the apex of the left lung; this was of 
a homogeneous and firm appearance without modification in 








the surrounding pulmonary tissue. Hilar shadows were 
not increased. No signs of vertebral or costal erosion or 
deformity were seen in this X-ray film, nor any pulmonary 
collapse, and the bony structure of the shoulder was of 
normal appearance. 

The clinical account with the presence of radiological 
findings made diagnosis of superior sulcus tumour quite 
obvious, although there was a complete absence of sympa- 
thetic irritation or involvement (de Petit du Pourfour 
syndrome and Claude Bernard-Horner’s syndrome). 

The patient was therefore redirected to the Royal 
Adelaide Hospital with the diagnosis of superior sulcus 
tumour, for surgical confirmation and subsequent deep 
X-ray treatment. 

Our knowledge of this type of condition has been limited 
to the average text-book description, and only now, after 
study of the literature on this subject, can we affirm the 
futility of deep X-ray treatment, radium needle implanta- 
tion, or surgical intervention by laminectomy and division 
of posterior nerve roots. The authors of early publications, 
such as Pancoast, Bowder and de Veer, Fried, Lloyd, 
Tobias, daRhin, Frost, Graef and Steinberg et alii, have 
all stressed the agony of patients afflicted by this con- 
dition, and their symptomatic relief is obtained certainly 
by nothing short of a prefrontal leucotomy. 

The patient was admitted to the Royal Adelaide Hos- 
pital on March 20, 1947. An attempt to induce a pneumo- 
thorax was made to allow better visualization of the 
tumour. The report on X-ray examination of the chest by 
Dr. Hanson on March 25, 1947, at the Royal Adelaide 
Hospital was as follows: 

The shadow previously described in the left upper 
zone is intrathoracic and probably intrapulmonary. It 
has increased in size largely since 3.2.47, strongly sug- 
gesting malignant new growth as a cause. Its inferior 
margin is relatively sharply defined, which would fit 
with a diagnosis of a Pancoast’s tumour, but there is 
no evidence of any bone destruction in the vertebral 
foramina. Carcinoma originating in a minor bronchus 
is equally likely to be the cause. There is very little 
pneumothorax present. There is some emphysema in 
the soft tissue of the left side of the chest. 

On April 3, 1947, Dr. Hanson reported as follows: 

Further stereoscopic views from a different angle 
disclose evidence of erosion of the posterior end of the 
second left rib, and this was not apparent on the film 
taken on the 4.3.47. Apart from this evidence of bone 
involvement, there is no further significant information. 
There is still subcutaneous emphysema on the left side, 
but it is less now. 

On April 31, 1947, the patient was surgically explored by 
Dr. Barbour under endotracheal ether and oxygen anes- 
thesia. The report of the operation reads as follows: 

4” incision 2” from the midline opposite spines of 
C7-T3. Superficial muscles divided. First, second and 
third ribs exposed in the region of the angle. Second 
rib seen to be fractured, having been eroded just outside 
the tubercle. Eroded portion of second rib removed 
exposing a hard, fixed, non-encapsulated tumour, portion 
of which has been removed for biopsy. Wound closed 
in layers, without drainage. 

The pathologist, Dr. Thiersch, 
“Microscopically secondary deposits of 
carcinoma.” 

From the forthcoming discussion of the case and the 
history it will follow that the conclusion regarding a 
secondary deposit was somewhat hasty, as no primary 
focus was found; the presence in this location of primary 
squamous-cell carcinomata has been reported by many 
previous authors, and their origin has been admitted to 
be from branchial vestiges on many previous occasions. 


The follow-up history of this case is a story of excru- 
ciating pain, slow but steady evolution towards the fatal 
end without signs of generalization of the carcinoma. The 
placebo medication as well as the deep X-ray therapy pro- 
duced no symptomatic relief. The patient died on Sep- 
tember 13, 1948, visibly emaciated, No signs of generaliza- 
tion of the carcinoma were present. The Claude 
Bernard-Horner syndrome was still absent. The cause of 
death was cachexia. Autopsy was not performed. 


reported as follows: 
squamous cell 
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Comment. 


In the published literature on the subject the only 
palliative measure advocated seems to be _ prefrontal 
leucotomy. Implantation of radium needles, deep X-ray 
therapy and posterior nerve root section seem to be 
valueless (Pancoast, Tobias, Bowder and de Veer, Fried 
et alii). 

Pain is the most striking, tragic, constant and persistent 
factor in the picture of this condition. In the tetralogy 
of pain, radiological evidence of apical involvement, 
erosion of vertebre and ribs, and the Claude Bernard- 
Horner syndrome, pain is a constant, obvious and unmis- 
takable factor. In Henderson’s eight cases the Claude 
Bernard-Horner syndrome was absent as in our case. Pain, 
with its collaterals of muscular weakness, atrophy and 
hypoesthesia of radicular type, was explained by different 
authors. Whether it is due to direct pressure on the 
brachial plexus (Pancoast), carcinomatous meningo- 
radiculitis (Charcot), secondary invasion of the neuri- 
lemma (Tripier, cited by Tobias), or meningo-radicular 
cancerous invasion (Monsseaux, Béhier, Hughuenin) is 
uncertain. In not all of these cases is there the same 
degree of tumour expansion, vertebral erosion, costal 
destruction or sympathetic involvement, but in all there 
is the same constant pain. 

The histopathogenesis of the tumour is variable. Its 
anatomical position in this particular area creates the 
symptomatology. Its origin is as various as possible. 

In Pancoast’s original publication in 1924 the lesions 
were: (a) endothelial carcinoma of the pleura (?), (0) 
diffuse infiltrating type of endothelioma of the pleura, 
(c) diffuse infiltrating type of endothelioma of the pleura, 
(d@) primary carcinoma of the lung, and (e) spindle-cell 
sarcoma. The report of Bowder and de Veer concerned a 
thymic carcinoma, that of Tobias et alii a secondary 
deposit from a carcinoma of the stomach, that of Frost 
and Wolpar an intrathoracic sympathoblastoma, that of 
Ray a neurogenic fibrosarcoma and a secondary deposit 
from a carcinoma of the pancreas, and that of Evans a 
secondary deposit from a carcinoma of the breast. 

The majority of the tumours are, however, primary. 
Fried classifies the tumours in his cases as sterno-clavicular 
bronchiomata, Crile and Kearns describe them as lateral 
cervical neoplasms. They are in general, as in our case, 
squamous-cell carcinomata, originating most likely from 
epithelial remnants of the branchial apparatus. Signs 
due to sympathetic involvement are present in most cases 
but are not constant by any means. Tobias refers in one 
case to the appearance of the de Petit du Pourtour syn- 
drome of sympathetic irritation, which preceded the Claude 
Bernard-Horner syndrome. In eight of Henderson’s cases 
this syndrome was totally absent. The radicular signs 
vary from pain, hyperesthesia, hypoesthesia and atrophy 
to the Dejerine-Klumpke type of syndrome. 

The radiological appearance of the tumour is constant 
and difficult to confuse with a tuberculous lesion. 

The occurrence of this condition is very rare. According 
to the figures kindly given to me by Dr. Wilhelm from his 
yet unpublished article on the occurrence of primary 
carcinoma of the lung at the Royal Adelaide Hospital from 
1927 to 1947, in ten cases there was involvement of the 
upper lobe, in none was the superior sulcus syndrome 
present. This syndrome was first mentioned by Hare in 
the London Medical Gazette in 1838. .It was described 
nearly one hundred years later by Pancoast in 1924 and 
then by Tobias in his publication in 1932. ‘So distinct is 
this type of tumour that it almost isolates itself and defies 
classification with other tumours of the lung” (Lloyd). 
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The treatment of asthma demands consideration of under- 
lying causes and factors. The former are variable, but 
the underlying factor—bronchospasm—is always the 


same. 


Whether the cause is removable or not, the bronchospasm 


can be treated successfully with RENSOP. 


Chronic cases yield to patient treatment with RENSOP 
|  —the preparation which has long enjoyed the confidence 
of the medical profession and has been prescribed 
consistently by doctors in hospital, private practice and 


Government Departments. 
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PANCREATICO-DUODENAL RESECTION, WITH 
REPORT OF A CASE. 


By W. MAXWELL, 
Sydney. 


THE present status of pancreatico-duodenal resection— 
this operation is coming rightly to be associated with the 
name of Whipple—is well summarized by Bartlett, of 
Massachusetts,“ who points to the high mortality rate of 
this extensive procedure and the brief average survival 


period following operation. Rightly, too, he indicates that 
it is now generally agreed that the one-stage procedure is 
superior to the two-stage and that the unsatisfactory 
results so far obtained must provide a challenge to 
continued effort along the lines followed to date. 

Cattell, of the Lahey Clinic,” considers that a two-stage 
resection in the majority of cases is advisable when the 
jaundice is of many weeks’ duration and the patient is 
very debilitated. 

Waugh, of the Mayo Clinic,“ a clear thinker and writer, 
emphasizes the fact that before proceeding with an opera- 
tion of the magnitude of partial or total pancreatectomy 
the surgeon should satisfy himself by careful exploration 
that the operative risk is warranted. 

Parsons, of New York, one of the pioneers with Whipple 
in this work, advises the surgeon that for its performance 
a casual acquaintance with the anatomical relationships 








of the posterior aspect of the pancreas is not sufficient. 
The operator must know where he is at all times and what 
structures he will encounter next, and even with a clear 
mental picture of the relationships he must be an accurate, 
careful dissector. The portal and splenic veins and the 
superior mesenteric and midcolic vessels, are structures 
which must not be sacrificed, and the splenic artery is 
necessary for the viability of the tail of the pancreas and 
the spleen. 

About one-half of the published operations of these four 
American surgeons were performed for carcinoma of the 
head of the pancreas, the remainder for ampullary cancer, 
malignant disease of the common bile duct, islet-cell 
tumour, pancreatitis et cetera. In a recent case of my own 
of ampuliary cancer (December, 1947) in a very debilitated, 
very old man, who had been jaundiced for several weeks, 
the tumour was a tiny affair the size of a pea, very circum- 
scribed, and I was able to carry out a local resection and 
choledocho-duodenal anastomosis with, to date (nine 
months), a good result. Mention will be made later of 
another instructive case, in which it became necessary 
to abandon the major resection after section of the stomach. 
The patient survived. 

With an extremely limited experience I can endorse 
heartily the advice of Waugh and Parsons to those 
embarking on this perilous procedure, and would add that 
many years of constant sharp and blunt dissections along 
the axillary, jugular and carotid vessels, as well as practice 
in major abdominal resections, afford a reasonable pre- 
liminary training. In addition, such experience should 
enable an operator to work with precision and without 
undue waste of time; one suspects that the slow surgeon 
is not likely to survive here as in some other areas. The 
following case is reported as it is a fair representation of 
average work in this country done under good conditions 


| and with the assistance of first-class anesthetists and the 


theatre and ward teams of quality which are available 


to us. 
Clinical Record. 
C.S., aged sixty years, single, and a trained nurse, was 
examined by Dr. G. J. Duncan on one occasion and 
immediately referred with a diagnosis of carcinoma of the 


| head of the pancreas to Saint Vincent’s Hospital, Sydney, 


where, on June 10, 1948, she was admitted with a history 
of jaundice for three weeks with nausea and anorexia, 
clay-coloured stools and dark urine. She felt that there 
was a lump in the abdomen, but was not able to palpate 
it. The jaundice had intensified. On examination there 
was a small mass palpable to the right of the midline in 
the epigastrium; it could be moved by the fingers. Her 
blood pressure was 190 millimetres of mercury (systolic) and 
130 millimetres (diastolic), and her urine was sugar-free. 
Her red blood cells numbered 4,770,000 per cubic milli- 
metre and the hemoglobin value was 105% (14:5 grammes 
per centum). The blood urea content was 18 milligrammes 
per centum. The bleeding time was two minutes ten 
seconds. The results of Wassermann, Kline and Eagle 
tests were negative. On June 12, 1948, two millilitres of 
“Synkamine” were given and another four millilitres on 
June 15, 1948. On this date the patient’s weight was ten 
stone, her condition was good, and operation was under- 
taken with Dr. Lucy MacMahon supervising and Dr. 
Patricia O’Flynn giving the anesthetic. Four hundred 
millilitres of serum were given by the intravenous drip 
method, followed during operation by two litres of whole 
blood. Exploration through a long right paramedian incision 
revealed a very distended gall-bladder and common bile 
duct, the latter being three centimetres in diameter. There 
was a hard circumscribed flattened mass three centimetres 
in diameter toward the centre of the head of the pancreas 
reaching to the right to the second part of the duodenum. 
No extension could be felt along the portal vein behind 
or above the first part of the duodenum. Obviously a 
carcinoma, it encroached on the anterior pancreatic surface 
causing a depression similar to fibrous contracting car- 
cinomata elsewhere. The neck and body of the pancreas 
were mildly edematous but quite soft; this was considered 
to be due to obstruction of Wirsung’s duct, though I have 
not seen a description of this appearance in the literature. 
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There were no enlarged glands along the hepatic or gastro- 
duodenal arteries; the upper mesenteric glands, too, were 
free—an important point when the proximity of the 
uncinate process is considered. Conditions appeared 
favourable for operation, and it was decided to proceed 
with a one-stage resection, partly following the techniques 
of Parsons and Waugh, and partly following details 
culled from the two-stage procedure of Cattell. The 
definite routines outlined by each were not slavishly 
adhered to, but the steps were taken as seemed best to 
suit conditions encountered. 

1. The distended gall-bladder was first aspirated to give 
a clear field. From long practice in colon surgery the 
hepatic flexure was first mobilized, also the extreme right 
of the transverse colon as far as the suspensory ligament 
of Trietz, the former by dividing the peritoneum on the 
outer and upper borders and stripping it downward as in 
a colon resection, the latter by continuing the division of 
the peritoneum above the transverse colon and stripping 
downward as far as a point in front of the head of the 
pancreas and then on farther still to the left where the 
transverse mesocolon takes shape; the last-named was 
mobilized by gently breaking through the upper of the two 
layers of mesocolon with the finger tip and stripping the 
lower layer gently downward. I have not seen an exact 
anatomical description of this very necessary step and 
give it here. This had the immediate advantage of 
exposing the whole of the head, neck, and part of the body 
of the pancreas in one and the whole of the duodenum in 
one; and, most important of all, it exposed the superior 
mesenteric vessels below the neck of the pancreas, with 
the origins of the middle colic and inferior pancreatico- 
duodenal vessels—a factor facilitating the concluding 
stages of the resection. 

2. The peritoneum on the outer side of the second part 
of the duodenum was incised, and the duodenum with the 
head of the pancreas was separated from the vena cava and 
the right border of the aorta posteriorly. In an operation 
previously attempted, it was found at this stage that the 
growth was infiltrating around the portal vein above the 
duodenum. From the descriptions the anterior surface of 
the portal vein and the right side of the superior mes- 
enteric vein could now be exposed, but from a peculiarity 
of structure of the pancreas revealed later this could not 
be done. So procedure was varied. 

3. It was decided to expose the portal vein above and 
follow it distally. The dilated common duct was isolated 
and divided at the superior border of the duodenum after 
division of several of an encircling plexus of veins and the 
tarry bile content was evacuated. Dissection in the areolar 
tissue behind the duct after it had been divided exposed 
the portal vein, which was then separated downward and 
in front from the already mobilized pancreatic head. 
Some sharp dissection was necessary and it proved the 
most anxious part of the resection, as a flat lingula of 
pancreatic tissue passed behind the vein from the right 
side and was stringy and difficult to separate. Two small 
tributaries of the portal vein required ligation and division, 
after which it became possible to strip a little distally in 
front of the vein and the junction of the splenic and 
mesenteric veins came into view, the latter vessel deviating 
a little to the left. The right border of the mesenteric 
vein was then followed until it emerged below the neck 
of the pancreas. 

4. To enable the pancreas to be dissected from the 
anterior aspect of the superior mesenteric vein, the 
uncinate process was now separated out from between the 
superior mesenteric vessels, where they enter the root 
of the mesentery in front and the aorta behind. Some 
bleeding was met with from small veins. 

5. The lower part of the head of the pancreas and the 
third part of the duodenum were left still partly attached 
posteriorly and the separation of the neck of the pancreas 
from the anterior surface of the superior mesenteric vein 
was commenced, the terminal middle colic and inferior 
pancreatico-duodenal vessels being first defined. The con- 
venience of having already exposed these structures as 
described in step 1 now became apparent. The second 
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the inferior pancreatico-duodenal vessels were being 
cleared before ligation and division, but apart from a few 
short connecting veins the pancreas was dissected up 
cleanly from the superior mesenteric vein. 


6. The major part of the dissection having been com- 
pleted, the stomach was divided three inches from the 
pylorus and the gastro-duodenal artery ligated and divided 
after it; the hepatic artery had been carefully identified 
and the remainder of the neck and the first part of the 
body of the pancreas dissected up from the splenic vein 
and aorta. The splenic artery was seen above the pancreas 
for the first part of its course and did not require to be 
dissected free. 

7. The third troublesome part of the operation was, 
after complete mobilization of the third part of the duo- 
denum and clearing of the ligament of Trietz and the 
remaining peritoneal reflections from the duodeno-jejunal 
flexure, to mobilize sufficient of.the upper part of the 
jejunum to enable four to five inches of it to be drawn 
through to the right beneath the superior mesenteric 
vessels where they enter the mesentery of the small bowel. 
The proximal limit of the mesentery was very short and 
occupied by large and closely packed mesenteric vessels; 
when three of these had been ligated and divided and 
the mesentery entered for about three centimetres, the 
same length of jejunum became dusky, but beyond that 
the small bowel could be drawn to the right beneath the 
vessels for four to five inches, sufficient for the subsequent 
anastomoses to be made without tension. 


8. The jejunum was divided at the distal limit of the 
dusky area and the remaining posterior attachments of 
the lower part of the head of the pancreas were separated. 
The body of the pancreas was cleared a little farther to 
the left from the aorta behind till well clear of the 
superior mesenteric vessels and divided, and a few 
bleeding points on the cut surface were ligated. The 
resection was now complete. 

9. The divided jejunum was closed and fixed to remnants 
of the lesser omentum by a few sutures and the anasto- 
moses were carried out as the structures lay. So the 
common duct was implanted into jejunum end-to-side an 
inch distal to the jejunal stump, and the pancreatic stump 
end-to-side still another inch distally. This was done by 
the method described by Parsons, by which the circum- 
ference of the pancreatic face was sutured to the jejunum, 
into which a stab wound was made to admit a length of 
two inches of a small catheter, another two inches of the 
other end of the catheter being passed up the dilated 
pancreatic duct and sutured to its cut end. The divided 
stomach was anastomosed to jejunum to the left of the 
superior mesenteric vessels by the retrocolic route, after 
the fashion of Finsterer. A Levine tube was guided into 
the proximal jejunal loop, as recommended by Waugh, and 
suction applied subsequently for four days; complementary 
cholecystostomy was performed, the tube to be left in for 
fourteen days. The area of pancreatic resection was 
drained with a rubber tube for the same length of time. 

Operating time was three and a half hours. 

Parsons states that these operations in debilitated cancer 
patients are followed by a stormy post-operative course. 
Waugh describes it as being usually smooth. My patient 
was not debilitated, and her convalescence was uneventful. 
In the first twenty-four hours two litres of blood were 
given and 100 millilitres of “Parenamine’”’; on the second 
and third days two litres of glucose in water were given 
and more “Parenamine”; on the fourth day sips of water 
by mouth were commenced, the Levine tube was with- 
drawn, and the usual gastric resection dietary régime was 
followed. Penicillin was discontinued on the fifth day. 
The report of microscopic examination revealed adeno- 
carcinoma. 

Twenty-four hours after operation the blood sugar con- 
tent was 177 milligrammes per centum; at no time did 
sugar appear in the urine. A glucose tolerance test on 
July 6, 1948, produced a normal curve. On June 25, 1948, 
the patient sat in a chair and she was discharged, well, 
on July 10, 1948. Eight weeks later she returned to her 
nursing. 
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Addendum. 

Since these notes were prepared I have had a 
second successful case of pancreatico-duodenal resection, 
the lesion proving to be a carcinoma of the ampulla of 
Vater infiltrating the head of the pancreas. 

There was also a third case which was unsuccessful. 

In the light of this additional experience it appears best, 
trom the variable point of origin of the midcolic vessels, 
to work partly above and partly below the attachment of 
the mesentery of the transverse colon when clearing the 
superior mesenteric vessels below the pancreas and in 
mobilizing the uncinate process, the terminal part of the 
duodenum and the proximal part of the jejunum. 


Reviews. 


PROGRESS IN NEUROLOGY AND PSYCHIATRY. 


THE annual review of “Progress in Neurology and 
Psychiatry”, edited by E. A. Spiegel, M.D., has 661 pages 
and claims to have considered over 2800 papers in the inter- 
related fields of neurology, neurosurgery and psychiatry.’ 
This book should be considered in conjunction with Volume I 
(1946), which initiated the project in the form of a series 
of basic appreciations. 

Some indication of the enormous activity in the fields 
considered is shown by the fact that in an estimation of the 
year’s progress in the basic sciences, which forms the first 
part of the book, there are no fewer than 728 references. 
There are ten sections to neurology, seven subdivisions of 
neurosurgery and fifteen of psychiatry. 

In the realm of the basic sciences, neuroanatomy refers 
to the projection of the thalamic nuclei onto the cerebral 
cortex, which is becoming more apparent with knowledge 
gained from the study of cases in which leucotomy has been 
performed; and it is also being realized how important is 
the reticular formation in mediating autonomic extra- 
pyramidal and vestibular activity. The main practical 
neurophysiological advance is in relation to the tremor of 
Parkinsonism since, in a human being at operation, the 
suppressor effect of area 4S was demonstrated for the first 
time. Neuropathology has little of significance to offer; 
a case of torulosis of the central nervous system which was 
cured surgically is described. 

In the very wide field of clinical neurology, attention may 
be drawn to the value of streptomycin in both tuberculous 
infections and influenzal meningitis, in the latter combined 
with Alexander’s rabbit serum and sulphonamides; strepto- 
mycin has also favourably influenced meningitis due to 
Monilla albicans and Alcaligenes fecalis. The toxic effects 
of streptomycin and intrathecally administered penicillin 
are adequately discussed. A review of poliomyelitis stresses 
the large percentage of non-paralytic cases, the encephalitic 
manifestations, and the dangers of using the Kenny treat- 
ment in large epidemics without the full cooperation of 
parents and patients. Attention is drawn to the neuro- 
logical complications of such virus infections as infective 
hepatitis and atypical pneumonia. One must record the issue 
of the pamphlet of the National Multiple Sclerosis Society 
(United States of America), setting out the criteria of diag- 
nosis and also the occurrence of this disease in British 
laboratory workers who were experimenting on sway-back 
in lambs. Electrophysiological studies of the retina and the 
use of flicker-frequencies in perimetry promise well, but 
need closer correlation between physiologist and clinician. 


_ The treatment of neurosyphilis with penicillin is still in a 





' “Progress in Neurology and Psychiatry: An Annual Review”, 
edited by E. A. Spiegel, M.D.; Volume III; 1948. -New York: 
Grune and Stratton. 9” x 6”, pp. 678. Price: $10.00. 
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state of flux. The main advances in epilepsy have been in 
the chemotherapeutic, electroencephalographic and_ social 
fields: diagnosis has been facilitated by the use of sub- 
convulsive “Metrazol” and sleep techniques Neurosurgery 
of the autonomic nervous system for gastric and vascular 
disease proceeds; there are numerous experimental opera- 
tions, but only the treatment of hypertension can be con- 
sidered to be on fairly sure ground. Endocrinology proceeds 
in its relatively sterile pathways Electroencephalography 
progresses. 

Neurosurgery is a rapidly expanding art The classifica- 
tion of peripheral nerve injuries into neurotmesis, axonot- 
mesis and neurapraxia is proving useful. The question of 
the time of exploration of a peripheral nerve injury is still 
unsettled, though most surgeons favour early exploration 
In relation to this subject, the reviewers stress that a 
proper evaluation of recovery cannot be made _ without 
objective estimations of strength duration curves, faradic 
stimulation, and electromyographic studies; also the post- 
operative management of the case with physical therapy, 
occupational therapy and general rehabilitation is of prime 
importance. British authors do not agree with tidal drainage 
of the bladder for traumatic paraplegia, but prefer supra- 
pubic cystostomy, whilst some still use manual expression; 
there is still controversy on this point. Recognition of 
cervical disk lesions is more prevalent and operative results 
are good. Pilcher’s report of the successful resection of 
angiometous malformations of the brain is a _ distinct 
advance; whilst the Royal Society of Medicine's excellent 
symposium on the treatment of cerebral tumour by irradia- 
tion is well summarized There is a valuable section on 
arteriography by percutaneous carotid puncture’ which 
promises to become routine procedure. The review of 
psychosurgery mentions two new operative techniques 
temporal and transorbital lobotomy—but barely mentions 
Spiegel’s sterotaxic technique of producing focal thalamic 
lesions. 

Psychiatry concerns itself more and more with the psycho- 
dynamic approach and, in this respect, Rosen's as yet 
unsubstantiated claims on the analytic treatment of 37 
deteriorated schizophrenics has set a cat among the pigeons. 
The reports of national mental health activities in the 
United States of America and Canada are stimulating. 
Karpman produces an interesting critique of criminal 
psychopathology and reviews the publications for 1947; this 
section well repays close study. In child psychiatry, main 
progress reported is in the fields of the deprived infant, 
childhood schizophrenia and the use of graphic art as a 
diagnostic and therapeutic procedure. The problem of the 
etiology of the neuroses is yielding information from 
numerous sources, including animal experimentation 
Additional light is thrown on to various psychosomatic dis- 
orders, especially dermatological syndromes. Clinical 
psychology reveals an advance in that the Rorschach 
Research Exchange is now to cover all projective techniques. 
Group psychotherapy is being utilized extensively, but its 
mode of action and ultimate value remain yet to be 
evaluated The section concludes with a chapter in 
rehabilitation and reeducation 

The material mentioned above is but a small fraction of 
the total book. No worker in any of the fields covered can 
afford to neglect this volume, and it is an essential reference 
work for any medical library. It is not, however, a book 
which will be of value to the casual reader, since the 
summaries demand from the student a basic sound know- 
ledge of the subjects discussed. 


LECTURES IN OPHTHALMOLOGY 


Goar’'s “Handbook of Ophthalmology” is a reproduction of 
the author's lectures in ophthalmology to undergraduates 
in medicine.’ In it a large amount of ophthalmology is 
covered in a didactic and almost catalogue manner. Anatomy, 
physiology, and embryology of the eye are briefly dealt with, 
followed by a section on methods of examination and 
instruments. The remainder of the book deals with various 
ocular diseases by definition, brief description and a very 
brief outline of treatment. Many subjects are mentioned 
which for the undergraduate could have been omitted and 
more space could have been allotted to the more common 
conditions, especially conjunctivitis and _ iritis. However, 
as the book covers the author’s lectures it constitutes his 
1“Handbook of Ophthalmology’, by Everett L. Goar, A.B., 
M.D., F.A.C.S.; 1948. St. Louis: The C. V. Mosby Company. 
Melbourne: W. Ramsay (Surgical) Proprietary, Limited 
93” x 63”. pp. 170, with illustrations, some of which are 
coloured. Price: 41s. 
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requirements, but in other schools the book may be 
inadequate in some respects. A pleasing and welcome 
feature of the book is a brief chapter on the history of 
ophthalmology, a subject which is entirely neglected in most 
text-books. The volume is well produced and contains a 
large number of diagrams and colour plates, most of which 
are reproduced from Duke-Elder’s text-book. 





CARDIO-VASCULAR DISEASES. 





“CARDIO-VASCULAR DISEASES: THEIR DIAGNOSIS AND TREAT- 
MENT”, by David Scherf and Linn J. Boyd, is a handy text- 
book for the medical student and general practitioner on 
present-day views in this subject. The subject matter is 
dealt with from the viewpoint of the practising clinician 
and the emphasis is on the manifestations of cardiac disease, 
its physiological pathology and treatment rather than on 
ancillary investigations; for example, electrocardiographic 
material is minimal. The major divisions of cardio-vascular 
diseases are well presented. 

The chapter on peripheral vascular disease is a concise 
summary of the subject. 

Altogether this book can be strongly recommended to the 
medical student and the general practitioner as a compre- 
hensive and understandable approach to a growing subject. 
Much information is made available within ready access and 
a bibliography at the end of each chapter adds to the value 
of this book. ° 


° 





EXERCISE AND PHYSICAL FITNESS. 





Mr. DuPAIN has produced a well-written book upon which 

. 9 

a great deal of time and thought must have been spent.” 
However, the chapters on physiology and anatomy are 
cumbersome and do not line up with the present-day con- 
ception in both these sciences. Most of the references are 
from books and articles written some considerable time ago. 

We cannot agree with a great deal of the chapter on 
“Posture and Body Mechanics’, nor with the author’s state- 
ment of the effect of exercise on the female pelvis. 

Section 2 gives a rather elaborate scheme of exercises 
which have been in use for many years. The terminology 
seems a little unnecessary. 

We regret that we cannot recommend this book for 
general use, except in reference to certain forms of 
physical activities. Nor can we recommend it as a text-book 
or reference book for students and graduates in physical 
education. 





INFANT FEEDING. 


THaT medical students find “Notes on Infant Feeding” 
helpful is shown by the fact that it has now reached a 
third edition.* It is a good little book and should be useful 
to students making their first approach to infant feeding, 
though it is hardly informative enough for practising 
medical men. It is written, of course, for Scottish conditions. 
The authors advocate cod liver oil even for breast-fed 
babies and state that dried milk has almost completely 
supplanted liquid cow’s milk for artificial feeding. National 
dried milk, sponsored and subsidized by the Government, 
is cheaper than liquid milk and a great deal safer. It is 
pleasing to see the use of castor oil at the onset of gastro- 
enteritis condemned as inadvisable and possibly harmful. 
Anglo-Saxon readers would find the book simpler if the 
calculations of the infant’s caloric needs were made in 
pounds and not in kilograms. 





1“Cardio-vascular Diseases: Their Diagnosis and Treatment”, 
by David Scherf, M.D., F.A.C.P., and Linn J. Boyd, M.D., 
F.A.C.P.; Second Edition ; 1948. London: William Heinemann 
(Medical Books), Limited. 84” x 54”, pp. 756, with illustrations. 
Price: 63s. 

2")xercise and Physical Fitness: An Introduction to the 
Study of the Theory and Practice of Bodily Exercise”, by 
George Zephirin Dupain; 1948. London, New York, Sydney and 
Paris: Shakespeare Head Press Proprietary, Limited. 84” x 54”, 
pp. 270, with illustrations. Price: 20s. 

vRow™ on Infant Feeding’, by G. B. Fleming, B.A., MD., 

-P. (London), P.S., and Stanley Graham, 

FRCP. (isdinburgh), FREPS: Third Edition; 1948. 
Edinburgh: E. and S. Livingstone, Limited. a x 54”, pp. 68. 


Price: 3s. 











Books Received, 


(The mention of a book in this column does not imply that 
no review will appear in a subsequent issue.) 


“Vitamin A Requirement of Human Adults; An Experimental 
Study of Vitamin A Deprivation in Man"; Privy Council. 
Medical Research Council Report Series, Number 264, compiled 
by E. M. Hume and H. A._ Krebs; 1949. London: 
His Majesty’s Stationery Office. 99” x 69”, pp. 146. Price 3s. 

A study made in response to a request from the Ministry 
of Food for information on the adult requirement of 
vitamin A or its precursor, carotene. 


“Textbook of Medicine’, by Various Authors, edited by Sir 
John Conybeare, K.B.E., M.C., D.M. (Oxon), F.R.C.P.; Ninth 
Edition; 1499. Edinburgh: KE. and S. Livingstone, Limited 
93” x 63”, pp. 896, with 28 illustrations. Price: 30s. 

The work of eighteen contributors, this book has been 
revised and partly rewritten—the eighth edition appeared 


in 1946 


“Pathology of the Nervous System: A Student's Introduction”, 
by J. H. Biggart, C.B.E., M.D., D.Se., with a foreword by 
Professor A. Murray Drennan, M.D., F.R.C.P.E., F.R.S.E. 
Second Edition; 1949. Edinburgh : E. and S. Livingstone, 
Limited. 834”. 51”, pp. 368, with 232 illusirations, some of 
them coloured. Price 21s. 

Intended for students. The first edition appeared in 1936. 


“Hints on Prescribing: Under the National x a 


Act”, by_J. B. Primmer, M.B., Ch.B., D.P.H., 1949. 
London: Research Books, Limited. 73” x 53”, pp. $4 ” Price : 
3s. 6d. . 


Prescriptions culled from various sources arranged accord- 
ing to the condition from which the patient is suffering. 


“Materia Medica: Pharmacy, Pharmacology and Thera- 
peutics”’, by William Hale-White, K.B.E., M.D. (London), M.D. 
(Dublin), LL.D. (Edinburgh); revised by A. H. Douthwaite, 
M.D., F.R.C.P. (London); ‘Twenty-Eighth Edition; 
London: J. and A. Churchill, Limited. 73” x 4”, pp. "342, 
Price: 16s. 

Embodying changes in the British Pharmacopeeia, 1948. 


“Elementary Anatomy and Physiology’, by James Whillis, 
M.D., M.S., F.R.C.S., with a foreword by T. B. Johnston, M.D., 
Ch.B.; Third Edition; 1949. London: J. and A. Churchill, 
Limited. 93” x 64”, pp. 308, with 108 illustrations. Price: 16s. 


Correlating structure and function for junior students. 


“Demonstrations of Physical Signs in Clinical Surgery”, by 
Hamilton Bailey, F.R.C.S. (England), F.A.C.S., F.LCS., 
F.R.S.E. ; mneventh Edition; 1949. Bristol: John Wright and 
Sons, Limited. London: Simpkin Marshall (1941), Limited. 
84” x 54”, pp. 444, with 657 illustrations, many coloured. Price: 


34s. 


Physical signs discussed and illustrated. 


“Atlas of Peripheral Nerve Injuries”, by William R. Lyons, 
Ph.D., and Barnes Woodhall, M.D.; 1949. London and 
Philadelphia: W. B. Saunders Company. Melbourne: W. 
Ramsay (Surgical) Proprietary, Limited. 123” x 93”, pp. 452, 
with 135 iliustrations. Price: £5 12s. 6d. 

Depicting pathological changes seen in war casualties. 


“Coronary Artery Disease’. by Ernst P. Boas, gitD.. and 
Norman F. Boas, M.D 1949. Chicago: The Year Book 


Publishers, Incorporated. 8” x 54”, pp. 404, with 88 illustra- 
tions, one coloured. Price: $6.00. 

An attempt “to synthesize present knowledge of the 
coronary circulation and its disorders’’. 


“Symptoms in Diagnosis”, by Jonathan Campbell Meakins, 

C.B.E., M.D., D.Se., LL.D.; Second Edition; 1948. Baltimore: 
The Williams and. Wilkins Company. Sydney: Angus and 
Robertson, Limited. 9” x 53”, pp. 462, with. 112 illustrations, 
some of them coloured. Price: 56s. 

Written to help clinicians to analyse the symptoms pre- 
sented by the patient in acute and chronic diseases. 


“The 1948 Year Book of Dermatology and Syphilolosy 
edited by Marion B. Sulzberger, M.D., and Rudolf L. Baer, 
M.D.; 1948. Chicago: The Year Book Publishers (A of 
foe 4 42”, pp. 564, with 72 illustrations. Price: $5.00. 


One of the “Practical Medicine Series” of year books. 


“Diseases of Children”, edited by Donald Paterson, M.D. 
(Edinburgh), F.R.C.P., and Alan Moncrieff, M.D. (London), 
F.R.C.P.; Fourth Edition; Volume II; 1949. London: Edward 
Arnold and Company. 9” x 54”, pp. 1048, with 380 illustrations. 
Price: 40s. 

The first volume was published in 1947; this volume is 


by 24 contributors. 
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YOUTH AND AGE. 


“ 


; your old men shall dream 
dreams, your young men shall see 


visions.” 
—JOEL ii: 28. 

REFERENCE to the problem of adolescence is by no means 
unusual. In many respects it is the most important 
problem of the present day. Every world-age has had its 
problems and there have always been those who knew 
that life was both “real” and “earnest”. At the same 
time there must be few who will deny that the world has 
seldom, if ever, been such a sick world and more in need 
of a healing hand than it is today. Albert Schweitzer, 
admitted on every hand to be a giant among men, writes 
in the epilogue to his autobiography: “Two perceptions 
cast their shadows over my existence. One consists in 
my realization that the world is inexplicably mysterious 
and full of suffering; the other in the fact I have been 
born into a period of spiritual decadence in mankind.” 
We know that the cure of the sick world lies in the hands 
of young men and women because energy and endurance 
will be needed. The critic will at once say that wisdom 
and judgement are essential and that these are qualities 
of age. This will readily be granted and the conclusion 
will then be reached that the real problem of adolescence 
is the instillation into youth, or the acquirement by it, 
of wisdom and a sense of responsibility. The present 
discussion has been suggested by the fact that The Prac- 
titioner for April, 1949, is devoted almost entirely to 
articles dealing with adolescence. These articles cover 
the subject in a satisfactory way, but they do not carry 
it, and were not intended to carry it, on to its application 
in world affairs. Sir Frederick Ogilvie, Principal of 
Jesus College, Oxford, does take a far-reaching view, how- 
ever, and writes a short but significant article on the 
problem of adolescence. 

When we ask ourselves what we mean by adolescence 


and who the adolescents are, we say at once that 


adolescence is the period between childhood and manhood, 
the period during which the young person comes to 
maturity. According to some books the adolescent period 
extends from fourteen to twenty-five years of age. 
this statement cannot be accepted. 


But 
If it was true we 
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should have to recognize that it was the adolescents who 
saved the day in the Battle for Britain—young men in 
their early twenties and who became heroes and 
veterans when in the pre-war days they would possibly 
still have been in training for their life’s work. Ogilvie 
points out that until recently there was in Britain a great 
distinction between two types of adolescent. There was 
a minority of the well-to-do, who stayed at school until 
the nineteen and whose 
On the other hand there 
children 


less 


age of eighteen adolescence 
was perhaps unduly prolonged. 
were the who left 


of fourteen, and the next day plunged without a break 


Oo! 


majority school one day as 


and without training into an adult world, with adult 
standards, adult practices and adult language. Ogilvie 
thinks that although the medical aspects are important, 


the problem is fundamentally social and educational. He 
thinks that if the child of fourteen years of age, thrust 
suddenly into an adult world of adult standards and adult 


work, has an adolescence, it is physical only, and that 
socially and educationally it has been squeezed out It 
would probably be better to say that the period of 
adolescence is speeded up. The boy or girl of fourteen, 
suddenly thrust into industry, has to stand without a 
parental shield (in many cases no doubt he has never 


had one) and he has to learn to take knocks and some- 


times to give them During the learning process, which 
may be quite short or relatively long, he is still an 
adolescent. How soon he can be regarded as having 


passed through that stage and what kind of an adult 
he will be will his childhood’s associations at 
school and at play, on the atmosphere and the example 
of the home, and also on the moral and religious instruc- 
tion that he has received. It will also depend to some 
extent on the way that he 
workers. The boy who stays at school until he is eighteen 
years of age ought to be better equipped to meet “the 
when he goes into the world 


depend on 


treated by his fellow 


is 


fell clutch of circumstance” 


than the younger boy in industry, but he is not 
necessarily so equipped, he may be far from it. He 
may ,not have made the most of his educational 


opportunities, or there may have been something lacking 
in the school curriculum, teaching 
in its social outlook. Indeed the “old school tie” instead 
of being a kind of halo, as some misguided people always 
regard it, may be as a halter around the neck, and may 
need to be cut away with ruthless hand But let us look 
at the medical aspects of adolescence as set out in The 
Practitioner. In the first place William Moodie, physician- 
in-charge of the Department of Psychological Medicine of 
University College Hospital, writes on the adolescent boy 
He deals with physical changes, the boy’s mental develop- 
ment, what the period of transition, parental 
control and the attitude towards authority. He has some- 
thing to say about the way in which the mind is taught 
to think and about the effect of early training and 
discipline, all of which the utmost importance and 
highly to be commended. Winifred Rushforth, who directs 
the Davidson Clinic, Edinburgh, 
girl. She, too, writes of physical changes, and she dis- 
cusses the role the of 
adolescence”, which seems to be quite a happy phrase. 
She includes ,in her article the question of sex education. 
In her wisdom, she states that the family doctor can do 
much to reassure the parents and to urge them to tolerate 


in its methods of and 


he calls 


is of 


writes on the adolescent 


of parents in the “management 
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the natural processes of isolation and disintegration which 
are affecting their child. She also refers to the fact that 
the girl passes through a stage when she needs freedom 
rather than security, encouragement rather than threats 
and warnings. This will apply only, of course, in homes 
where the parental example and influence have been 
reasonably good. T. A. A. Hunter, medical officer to 
Marborough College, writes on the “delicate” adolescent— 
the child “who, without a diagnosis of any specific disease, 
is considered unfit physically to live the full active life 
of adolescence”. J. S. Richardson, who is the physician- 
in-charge of out-patients at Saint Thomas’s Hospital, writes 
R. E. Lane, Nuffield 
in the University of 
Nuffield Fellow in 


on the endocrines in adolescence. 
Professor of Occupational Medicine 
Manchester, and R. F. L. Logan, 
Industrial Medicine, 
contribution merits a separate discussion. B. L. Q. 
Henriques, Chairman of the East London Juvenile Court, 
writes on the adolescent delinquent boy. Finally, Henry Wilson, 
psychiatrist, writes on mental disorders in adolescence. 


The symposium in The Practitioner is satisfactory chiefly 
from the medical point of view. Those who study it 
should read Ogilvie’s introductory paper first and then 
read it again when they have read the other papers. It 
is said everywhere that the present is the day of the 
young men, but we may well ask whether the younger 
men in the community or in any branch of the com- 
munity’s activities are given the freedom and the encourage- 
ment that they need. Age has had its chance. Whether 
the suffering of which Schweitzer writes and the decadence 
which he deplores are to be credited to age, is debatable; 
but it is certain that age does not seem to be able to 
do anything about it. Altered conditions need an altered 
outlook, or shall we say a breadth of outlook, of which age 
in general knows little. Fortunately there are among us 
aged persons who can look all round them and compre- 
hend, and then give encouragement to those of a younger 
generation who will do well to follow in their footsteps. 
It is, however, one of the major tragedies of life that 
some of those who have been leaders in thought allow 
themselves to degenerate so that their ideas are expressed 
always in one direction—they appear to wear mental 
blinkers and are sunk in a groove fashioned of their own 
prejudices. The answer to most of man’s troubles is said 
to lie in education. It may be so; but it must be education 
that will teach the young, the adolescents, to think for 
themselves. Ideally this education will take place in the 
home as well as in the school. All persons of a group, of 
a stratum of society, of an industrial or a professional 
union, of a religious body, tend to have the same outlook. 
Their ability to see something that is seen by persons in 
another group will depend on the type of education that 
has been received by them, on their ability to think. 
L. Susan Stebbing has written in her book “Thinking to 
Some Purpose” that in so far as a person is thinking 
clearly, he is intelligent. She also reminds her readers 
that it is much easier to accept beliefs passively than to 
think them out. But, we may add, it is not so stimulating 
and not so worth while. Schweitzer writes that today, in 
addition to neglect of thought, there is prevalent a mis- 
trust of it. “The organized political, social and religious 
associations of our time are at work to induce the 


individual man not to arrive at his convictions by his own 
thinking, but to make his own such convictions as they 


write on the adolescent at work—their | 


Any man who thinks for him- 
is spiritually free, is to them 
Ogilvie is an 


keep ready made for him. 
self and at the same time 
something inconvenient and even uncanny.” 
optimist. He writes that with a wise provision of the new 
Education Act, with healthy limits to the hours and kinds 
of work which adolescents may undertake, with proper 
facilities for recreation, with religious and moral forces 
making their supreme influences felt, the time may come, 
and sooner than is thought, when adolescents will hardly 
be a problem any longer. “The time will come when 
they will mostly be talked of again as boys and girls, and 
adolescence itself will be regarded as_ the 
glorious and exciting business of growing up.” If this is 
to happen, a complete transformation will have first of all 
to take place in society; this will be heralded by the 
breaking of shackles that encompass the human mind and 
by a reawakening of reverence for human life. For this 
the old men may dream dreams, but it is the young who 
will have the vision and will climb to any heights to 


attain it. 


ordinarily 


CE ee 


Current Comment. 


OF 


OPACITIES TEETH. 


THE connexion between “mottling” of the teeth and the 
content of fluorine in the drinking water has aroused great 
interest of recent years. Even more interest has been 
taken by the general public in the possibility of using a 
substance with potential toxic properties as a means of 
arresting caries. The adjustment of the fluorine content of 
water to optimal levels has also engaged the attention of 
those responsible for this aspect of public hygiene. But 
when the problem of dental opacities is approached from 
the clinical angle it is not easy to say whether given 
opacities in the enamel are due to fluorine toxicosis or to 
some other cause. In an attempt to elucidate this subject 
Vv. O. Hurme, of Boston, has analysed the results of dental 
examination of persons born and reared in a New England 
community where there is little or no fluorine in the 
drinking water." The mean age of those examined was a 
trifle over seventeen years. The most obvious finding 
was that the great majority of these young people presented 
white spots in the enamel of their teeth, in fact 83% of 
170 people were so affected. Numbers of them had also 
lost teeth through dental caries, and it is interesting that 
these teeth belonged to groups which showed a high fre- 
quency of abnormalities of the enamel. Thus the dis- 
tribution of white spots in the teeth followed closely that 
recognized in surveys of dental decay. More detailed study 
showed that certain teeth displayed an opacity of the 
whole crown, showing an obvious contrast with adjoining 
teeth. Practically all these were molars and premolars, 
and this appearance was not due to the presence of fillings 
in any way, as sound and necrotic teeth showed this 
characteristic in equal proportion. Some 10% of the 
people who had defective enamel also showed some pig- 
mentation of the spots. Almost 90% of this group showed 
also radiological evidence of rickets. The author remarks 
that there is reason to believe that the etiology of these 
developmental opacities does not depend on a single cause. 
When etiology is mentioned we naturally think of fluorine, 
known to be a cause of mottled teeth. But we are then 
confronted with the difficulty of distinguishing between 
the various types of opacities in teeth. Just what do we 
mean by “mottling”? Hurme, after a search of the 
literature, can find no satisfactory definition of the term. 
It seems even more doubtful in its connotation than in 
the field of radiology of the lungs. If the exact meaning 
of the word is taken then we must demand that a spot 
should be dappled, or possessing “confluent blotches of 
colour” as the Oxford Dictionary puts it. This description 





1 American Journal of Diseases of Children, January, 1949. 
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did not apply to the majority of opaque spots in Hurme’s 
series, nor would it be appropriate to most of those seen 
by the more discursive eye of the medical clinician. Many 
writers apparently use the word to cover a variety of 
appearances, ranging from little flecks to opacity of a 
whole crown. Classical ‘‘mottling’” apparently is usually 
indistinctly delineated, and theugh discrete in a sense, 
tends to blend into the rest of the enamel. Surveys in 
different parts of the world have shown that opaque 
hypoplasias of the enamel of teeth are not seen only in 
regions where fluorosis is endemic. A further complication 
may arise from the fact that the enamel of deciduous teeth 
is less transparent than that of the secondary dentition, 
though “mottling” has been seldom described in teeth of 
the primary series. Opaque areas in teeth may disappear 
as the teeth mature, but in the opinion of this autho: 
this cannot be explained on the basis of the fluorine content 
ot the dental tissues. He concludes that the lack of a 
well-defined basis of description of dental opacities has 
been responsible for a good deal of confusion, and counsels 
caution in the evaluation of surveys made with the 
purpose of investigating chemical defects in tooth structure. 
It certainly seems sound from the scientific point of view 
not to assume knowledge of the cause and nature of 
opacities in the enamel of teeth without the backing of 
experimental studies of the physiology of the dental pulp, 
as he suggests. 





SYPHILIS AND BLOOD TRANSFUSION. 


MODERN ORGANIZATION Of the preparation and adminis- 
tration of blood and its derivatives seems to have abolished 
the danger of transmitting syphilis from donor to recipient. 
Mark M. Ravitch, Thomas W. Farmer and Barbara Davis. 
writing from the Johns Hopkins University and Hospital,’ 
state that before 1939 there were twelve recognized 
instances of transfusion syphilis in the hospital, but since 
the establishment of the blood bank in that year none 
have been detected. They conclude that syphilis is noi 
a serious problem with modern methods, which secure 
supplies of typed and serologically tested blood at all 
times. A further safeguard which is mentioned later in 
their paper is the fact that most patients who are ill 
enough to need transfusion will also receive penicillin, 
which should deal with any incubating infection by the 
Treponema pallidum. The authors recognize, of course, 
that the organization of a blood bank does not always 
allow of full examination of donors, as the trained staff 
engaged in taking blood are not necessarily equipped for 
deciding whether a donor’s history or physical condition 
is suspicious or not. This makes all the more important 
the modern safeguard of the refrigerator, which has been 
found to interpose a reliable obstacle to the viability of 
the treponema. Experiments with animals have proved 
that serum deliberately seeded with treponemata will lose 
all infectivity after freezing and desiccation, or being held 
at a temperature well below freezing point, while infectious 
plasma is rendered innocuous by twenty-four hours or more 
of refrigeration at a temperature a few degrees below 
freezing point. In the clinical field the danger of trans- 
mitted syphilis is not negligible without some such safe- 
guard. In Baltimore it is found that 1:2% of white and 
133% of Negro donors have been discarded because of 
the presence of a serum reaction to tests for syphilis. Since 
about a week elapses after the taking of the blood before it 
is used, it follows that by this time the risk would be 
probably nil because of the sterilizing action of the low 
temperature at which the material is held. The authors 
hold, therefore, that when a large quantity of plasma or 
serum is prepared for an emergency, military or other- 
wise, there is really no need to submit the blood fluids 
to a serological test. 

One problem remains, the fate of a syphilitic reagin 
introduced into the blood of a recipient. Work was carried 
out on this subject by injecting plasma of known reagin 
titre into persons whose serum did not react to a 
syphilitic antigen. These observations were supplementary 
to the previous work that has been done by. various 





1The Journal of Clinical Investigation, January, 1949. 
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lniants 
with 


researchers on passively transferred antibody in 
The investigation showed that patients transfused 
plasma possessing a reaction of standard serological typ« 
acquire such a reaction themselves, but that the intensity 
of such reaction is only that accounted for by the dilution 
of the reagin in the injected plasma. Thus there is no 
question of any synthesis of reagin in the recipient's 
blood. It is, of course, important to know what happens 
to this antibody. In every instance the acquired reaction 
had disappeared by the twentieth day or earlier. It should 
be realized too that the pooled plasma used for injection 
in these tests represented the mixed product from a numbe: 


of known “positive” plasmas, a condition which would 
certainly not obtain in clinical practice. Ravitch, Farmer 
and Davis therefore conclude that the blood of donors 


with syphilis should be acceptable for use in a blood bank, 
provided the precaution is taken to submit the plasma in 
every instance to freezing, to freezing with drying, or 
to storage for at least four days in a refrigerator. 


THE DIELECTROCARDIOGRAPH. 


THE application of procedures taken from the realm of 
pure physics to the human body and especially to the 
action of the heart shows no signs of abating. In the 
rheocardiograph high frequency currents are sent through 
the thorax and the changes in resistance arising from 
heart action are measured and recorded.’ Another tech- 
nique recently described by W. V. Whitehorn and E. R. 
Perl,’ of the University of Illinois, is to use the changes in 
capacitance of a condenser, a method originally proposed 
by ©. Atzler and G. Lehmann in 1932.2. The condenser 
consists of two circular aluminium plates, fifteen centi- 
metres in diameter, placed before and behind the thorax 
so as to include the cardiac region. The data necessary 
to measure condenser capacity include area of plates, 
dielectric constant of chest, distance between plates and the 
thickness of the chest. The dielectric value of the chest is 
determined by the tissues and tissue fluids of the thoracic 
contents and by the air in the lungs. The authors found 
that if the dielectric constant for air is taken as unity, 
then that for blood is about 1-75. “Varying amounts of 
blood in the field during the phases of the cardiac cycle 
thus change the dielectric value sufficiently to cause 
measurable changes in capacity.” The authors admit that 
movements of the heart as well as alterations in blood 
content produce.capacity changes as also will respiratory 
movements. Whilst it is always dangerous to express an 
opinion concerning the possible uses of a new technique, 
it does seem, however, that much more investigation is 
necessary before the interpretation of a dielectrocardio 
gram can be sufficiently clear to take its place amongst 
recognized diagnostic aids. For one thing the changes in 
blood volume as well as air volume of the lungs must affect 
the reading. Again, as G. B. Halford, the first medical 
professor in Australia, pointed out in the fifties of last 
century, the total volume of the heart undergoes but a 
small alteration in the cardiac cycle; what the atria lose 
in systole the ventricles gain; again when the ventricles 
contract, the apex is the fixed point and the atrio 
ventricular margin moves towards the apex and the atria! 
walls are stretched and this leads to definite aspiration 
into both atria. Furthermore, any net loss here is com- 
pensated by the swelling of aorta and pulmonary artery 
and this also lies in the region studied. This criticism 
applies also to the rheocardiograph. 

Medical science in the United States of America needs 
no commendation—its high position is accepted and 
appreciated, but researches such as the above have not 
proved the contention of their originators to be classified 
under practical clinical medicine. Indeed they give the 
unfortunate impression (which one can only hope is not 
justified) of being carried out by researchers whose know- 
ledge of the fundamentals of medical science, particularly 
anatomy, physiology and pathology, is rather tenuous. 


1For the rheocardiograph, see THE MepiIcaL JOURNAL OF 
AUSTRALIA, March &§, 1947, page 308, and November 13, 1948, 
page 583. 

2? Science, March 11, 1949, page 262 

° Arbeitsphysiologie, Volume V, 1932, page 636. 
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Abstracts from Medical 
Literature. 


BACTERIOLOGY AND 
IMMUNOLOGY. 


Experimental Serum Disease. 


W. S. Exricu, J. SEIFTER AND CAROLYN 
ForMAN (The Journal of Experimental 
Medicine, January, 1948) have made a 
pathogenetic study of experimental 
serum disease in young and adult rab- 
bits. Serum proteins were used as 
antigens, and the animals were 
sensitized by an initial dose of 10 
millilitres of serum per kilogram of 
body weight given intravenously. 
Sensitivity was proved by reaction to 
0-1 millilitre of the same serum given 
intradermally twelve days later. A 
large number of the animals showed 
proteinuria during these twelve days, 
and they were then sacrificed at 
increasing intervals of time; histological 
examinations of the organs were carried 
out, as well as serological tests for 
the presence of antibody. In another 
series, two large doses of serum were 
given intravenously. Microscopic ex- 
amination of the various organs showed 
that changes were greatest in the 
heart, lung, kidney and spleen. In the 
heart, focal mesenchymal cellular pro- 
liferation, hyaline degeneration of 
muscle, and in some cases valvular 
lesions also, could be seen in the first 
week, but were well developed only 
after the eleventh day; Aschoff-like 
lesions did not appear for eleven days. 
In the lungs, mesenchymal proliferation 
in the intimal and adventitial layers 
of the small arteries took place, some- 
times being visible on the third day, 
and was well developed in a week. True 
allergic arteritis was not seen before 
the end of eleven days, and _ the 
necrotizing type of arteritis only in 
animals which had received two doses 
of serum. The most pronounced lesions 
developed along the path of the injected 
antigen, through the right side of the 
heart into the lungs. Though changes 
were identifiable earlier, they were only 
well developed when good antibody 
response had developed, except in the 
case of allergic arteritis, which did not 
appear until skin sensitivity was well 
established. The authors compare the 
changes with those of acute rheumatism 
and glomerular nephritis in the human 
subject. 


Capsular Reactions of Fungi. 


JAMES M. NBILL, CAROLS B. CASTILLO, 
Rosert H. SMITH AND CHARLES E. Kapros 
(The Journal of Experimental Medicine, 
January, 1948) have made a study of 
capsular reactions of Torula histolytica 
and of Sporotrichum schenkii. They 
state that these fungi are pathogenic 
to man, and that it is difficult to 
demonstrate capsules in ordinary 
cultures. The test suspensions were 
prepared from peritoneal exudates of 
infected mice, and also from cultures 
washed and suspended in salt solution 
with “Merthiolate”. Antisera were pre- 
pared in rabbits after a series of intra- 
venous injections. Soluble antigens for 
the precipitin tests were prepared from 
cultures grown under ordinary con- 
ditions and after special aeration. The 
sera were also used for precipitin and 
agglutination tests. The Torula sus- 
pensions mixed with a reactive serum 
showed wide capsules, which, however, 





were also visible in India ink prepara- 
tions, though to a less degree. It was 
thought that the antiserum made the 
capsules more readily visible. In the 
case of the Sporotrichum suspensions, 
capsules could be demonstrated only 
in a mixture of fungal cells from 
peritoneal exudate and antiserum. If 
the antisera were absorbed with soluble 
antigens which produced precipitin 
reactions, centrifuged and then mixed 
with cell suspensions, no capsular 
reactions could be demonstrated. A 
purified polysaccharide was prepared 
from Torula grown in a_ synthetic 
medium, and this also removed the 
reactivity from antiserum. The authors 
believe that they have — sufficient 
evidence to show that major antigens 
on the surface of encapsulated Torula 
are polysaccharide in nature and are 
comparable to bacterial capsular 
antigens. 


Gelatin Liquefying Corynebacteria. 


W. Hz. Jess (The Journal of Pathology 
and Bacteriology, July, 1948) has 
studied the strains of starch-fermenting 
gelatin-liquefying corynebacteria -iso- 
lated from the human nose and throat. 
These organisms were morphologically 
similar to Corynebacterium diphtheriae 
gravis and Corynebacterium ovis in 
their morphology and their ability to 
ferment starch. They differed in that 
they were able to liquefy gelatin and 
also to ferment trehalose. They pro- 
duced toxin which would kill unpro- 
tected guinea-pigs, and if the animals 
were given a small dose of diphtheria 
antitoxin, only partial protection was 
obtained, local ulceration and _ pus 
formation appearing up to seven days 
later. Some of the animals did not die‘ 
Virulence tests, if carried out by the 
subcutaneous method, gave results com- 
parable to those of standard virulent 
strains of Corynebacterium diphtherie; 
if they were carried out by the intra- 
dermal method, the large doses of diph- 
theria antitoxin did not protect from 
death. These unusual organisms were 
noted in the course of routine work 
and were chiefly found in nose and 
throat cultures. The author drew no 
conclusions from the study of this 
small series of organisms as to their 
possible epidemiological significance. 


Relation between Ascorbic Acid and 
Phagocytosis. 

W. J. NUNGESTER AND ADA May AMES 
(The Journal of Infectious Diseases, 
July-August, 1948) have studied the 
relationship between ascorbic acid and 
phagocytic activity.: They used guinea- 
pigs rendered scorbutic by diet; test 
animals were treated with ascorbic acid 
given intraperitoneally. White cells 
were obtained by injecting Locke’s fluid 
intraperitoneally. Twenty-four hours 
later sodium citrate was injected, the 
exudate was collected and cell sus- 
pensions were prepared. The organism 
used in the phagocytic tests was a 
B hemolytic streptococcus killed by 
heat and suspended in Locke’s fluid. 
Preparations of the cell suspension, the 
organisms and a_e test substance 
(ascorbic acid, serum et cetera) were 
rotated at 37° C. for fifteen minutes; 
films were made and_ stained by 
Wright’s method, and counts for phago- 
cytic activity were made. The scorbutic 
animals had exudates poor in cells, and 
frequently hwemorrhage was present. 
The studies showed that cells were 
extremely fragile from these animals, 
and less than 35% showed phagocytosis. 
When the animals had received ascorbic 





acid for four days, however, only 10% 
of cells showed evidence of fragility 
and 85% to 90% showed phagocytic 
power. When the ascorbic acid content 
of the fluid was above 0°6 milligramme 
per 100 millilitres, these figures became 
constant. When the ascorbic acid con- 
tent ‘was low, the addition of serum 
to the system protected the leucocytes 
and promoted phagocytosis. 


Persistent Alteration in Influenza 
Virus. 


S. E. ByGRKMAN AND F. L. HORSPFALL, 
JUNIOR (The Journal of Experimental 
Medicine, October, 1948), have studied 
the production of a persistent alteration 
in influenza virus by lanthanum or 
ultra-violet irradiation. The property 
used to demonstrate the alteration was 
the rate of elution of virus after its 
absorption onto red. cells. tm is 
known that the Lee strain of virus 
elutes more rapidly than A strains such 
as PR8, and the authors showed that 
after treatment with such a substance 
as lanthanum acetate, or after a single 
exposure to ultra-violet irradiation or 
after repeated exposures, the elution 
rate of Lee virus became almost 
identical with that of PR8, and that 
this change persisted in subcultures 
in allantoic fluid of the irradiated virus. 
They discuss the theories which might 
explain the mechanism of this change, 
and comment on the fact that this was 
the only change demonstrated; they 
consider, however, that others may 
occur. They think the most likely 
explanation is that the Lee strain con- 
sisted of a heterogenous population in 
regard to its elution rate, and that 
after treatment a single elution rate 
predominated. 


Inhibition of Pertussis Heemagglutinin. 


S. FisHer (The British Journal of 
Experimental Pathology, October, 1948) 
has studied the inhibition of pertussis 
hemagglutinin by extracts of ery- 
throcytes. By extracting red-cell stroma 
with acetone and ether, he obtained a 
lipoid substance which could prevent 
the hemagglutinating activity of super- 
natant fluid from cultures of Hemo- 
philus pertussis. This material also 
agglutinated suspensions of bacterial 
cells of Haemophilus pertussis con- 
taining hemagglutinin, but had no 
action on variant strains without 
hemagglutinin. These extracts did not 
inhibit hemagglutination by the 
influenza virus. The author states 
that, while it appeared likely that the 
inhibitor substance extracted from the 
red cell envelope was the receptor sub- 
stance, these experiments are not 
certain proof that it is. 


Mumps Vaccine. 


H. H. Munta, H. M. Powg.u Anp C. G. 
CULBERTSON have made_ studies of 
mumps vaccine in human volunteers. 
They used non-viable vaccine adminis- 
tered intracutaneously to a group of 
400 unselected students, nurses and 
patients in Indiana. Virus was main- 
tained in eggs and tested in Swiss mice; 
the vaccine was tested for ability to 
produce complement-fixing and hzem- 
agglutinating antibodies in rats and 
rabbits. Skin tests for susceptibility 
to the disease were carried out by 
injecting 0:1 millilitre of vaccine into 
the skin of the forearm, and reading 
the result after twenty-four to thirty- 
six hours. In persons who had had 
mumps previously, an erythematous 
area up to six centimetres by three 
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centimetres developed. In persons 
giving a negative response to the test, 
repetition was likely to produce a 
reaction. Complement-fixation tests 
were carried out on sera from these 
volunteers, and a considerable rise in 
antibodies was demonstrated after the 
intradermal test dose of vaccine had 
been given. The vaccine produced no 
untoward effect in any individual to 
whom it had been given. There is no 
evidence as to the relationship of these 
complement-fixing antibodies to pro- 
tective antibodies, nor as to the duration 
of their presence. 


Complement Fixation in Typhus 
Fever. 


WEI-T’uNG Liv, HuEI-CHING CHANG 
AND P’EI-JEN Wana (The Journal of 
Infectious Diseases, November-Decem- 
ber, 1948) have made further observa- 
tions on complement fixation in typhus 
fever. They record tests performed 
on serum from 33 human patients with 
classical disease, though of varying 
severity, and also tested serum from 
experimentally infected guinea-pigs and 
vaccinated guinea-pigs. Purified 
rickettsial antigens from both murine 
and epidemic strains were prepared by 
a commercial laboratory, and _ used 
against serum diluted twofold from 1:4 
to 1:2048. Weil-Felix tests were per- 
formed and the results compared. The 
specimens of serum were collected from 
the patients during convalescence. 
Thirty showed evidence of antibodies in 
varying titres with the epidemic strain, 
with or without lower titres against 
the murine strain. In three patients 
the titres were the same. In 27 patients 
the Weil-Felix reaction occurred against 
strain OX19; six patients had con- 
sistently failed to produce reactions. 
Vaccinated guinea-pigs behaved simi- 
larly to the human patients, the 
complement-fixation titre being higher 
against the epidemic strain and lower 
against the murine strain when they 
were inoculated with the epidemic 
strain. The authors conclude that the 
patients were infected with the 
epidemic strain, and suggest that the 
complement-fixation test is more sensi- 
tive and more reliable than the Weil- 
Felix reaction, and also is useful in 
differentiating between infections of the 
epidemic and murine types. 


HYGIENE. 


DDT Dusting Operations in Murine 
Typhus Control. 


Hitt AND H. B. Moran 


E. (Public 
Health Reports, December 17, 


1948) 


report the results of experiments in 
the control of murine typhus. They 
state that in an area where the 


probability of rural residents’ acquiring 
murine typhus fever was equal to or 
greater than that for urban residents, 
it was found possikle to control this 


disease on a county-wide basis. By 
the county-wide application of 10% 
DDT in prophyllite to rat runs and 


harbourages, and in the absence of other 
rodent, rodent ectoparasite, or typhus 


control measures, the incidence of 
human murine typhus fever was sig- 
nificantly reduced in Thomas and 


Brooks counties, Georgia, as was shown 
by comparison with previous experience 
in these counties and by concurrent 
comparisons with data from untreated 
Grady County. The powder was dis- 
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tributed by hand in thin layers not 
more than one-eighth of an inch thick, 
in such a manner that rats were forced 
to cross patches of it when travelling 
from their harbourages to food or 
water supplies. Clinical and photo- 
fluorographic examination of persons 
engaged in dusting operations revealed 
no ill effects that could be attributed 
to exposure to the DDT powder. DDT 
dusting operations, as executed, dis- 
turbed the normal ecology of rat and 
rat ectoparasite populations in a 
variety of ways and by so doing may 
have contributed to the altered 
epidemiological picture of murine 
typhus fever. A significant reduction 
in the prevalence of typhus com- 
plement-fixing antibodies in the rat 
populations of the dusted counties 
closely followed and was attributed to 
the ectoparasite control obtained. In 
contrast with levels observed in an 
untreated county, satisfactory county- 
wide control of Xenopsylla cheopis and 
Leptopsylla segnis was obtained by the 
county-wide DDT dusting operations. 
Liponyssus bacoti and Polyplax spinu- 
losa populations on rats were reduced 
only slightly in the treated counties. 


Prophylaxis Against Ophthalmia 
Neonatcrum. 


C. BERENS AND F. FooTre (American 
Journal of Public Health and The 
Nation’s Health, December, 1948) dis- 
cuss the relative value of silver nitrate 
and penicillin in the prevention of 
ophthalmia neonatorum. The effective- 
ness of silver nitrate is demonstrated 
and they state that there is no evidence 
that any permanent damage results 
from the use of 1% to 2% silver nitrate 
solution. In regard to penicillin, in a 
series of 2138 infants treated with a 
single instillation of penicillin no 
known case of gonococcal con- 
junctivitis occurred, though 1°5% ex- 
hibited some pus in the eyes, and 
staphylococci were found in 80% of 
the cultures grown from the pus. Until 
the mode of administration, the best 
strength of solution and many other. 
important factors in regard to peni- 
cillin or any other antibiotic agent are 
determined, the authors advise the use 
of a 1% or 2% silver nitrate solution 
in paraffin-lined beeswax ampoules for 
home deliveries, as a prophylactic agent 
in the prevention of opnrthalmia neo- 
natorum, 


The Chronic Typhoid Carrier. 


A. Litrman, J. A. VAIcHULIS, A. C. 
Ivy, R. KaPLaN AND W. H. Barr 
(American Journal of Public Health and 
The Nation’s Health, December, 1948) 
have carried out an investigation of 
chronic typhoid carriers at the Manteno 
State Hospital, Illinois. The bacterio- 
logical records of 79 typhoid carriers, 
26 males and 53 females, have been 
studied over a period of 5:5 years. 
They all lived in the same building 
and were fed from the same kitchen 
in which typhoid carriers were present. 
The exchange of food between patients 
occurred. In view of these facts all 
these patients were continuously ex- 
posed to reinfection to approximately 


an equal extent. Nineteen of the 79 
patients became spontaneously cured 
during the period within 33 to 66 


months after having been designated as 
chronic carriers, the designation being 
made approximately three to twelve 
months after the initial infections in 
1939. All those who had a spontaneous 
cure were females; that is, 19, or 36%, 
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of the females were spontaneously 
cured. Reinfections or recurrences were 
frequent, with no sex difference. 


Cholecystograms taken before and after 
the period of observation revealed that 
no significant changes had occurred 
during that time. There was no 
apparent sex difference in the incidence 
of non-visualization at either time. 
There a doubtfully significant dif- 
ference between the spontaneously 
cured and the currently infected 
females. 


is 


Tuberculosis in Mental Institutions. 


W. RR. O8CHSLI (Public Health 
Reports, January 7, 1949) states that 
mental institutions provide an even 


more productive field for tuberculosis 
case-finding than that of general hos- 
pital patients. In California in 1945, 
44% of the deaths from tuberculosis 
occurred among the resident popula- 
tion of mental hospitals, which made 
up only 0°3% of the total population. 
The author states that the reservoir 
of tuberculosis infection in institutions 
is a potential hazard to non-tuberculous 
patients, employees, and the population 
at large. A cooperative programme, 
formulated by the Departments of 
Mental Hygiene and Public Health in 
1943, was initiated in 1944 with pre- 
liminary mass X-ray surveys of patients 
and employees. The programme was 
placed on a continuing basis in 1946. 
An incidence of 825% of previously 
unsuspected reinfection-type pulmonary 
tuberculosis was discovered among 
25,914 patients in seven mental hos- 
pitals. Prevalence of tuberculosis was 
higher among patients with dementia 
precox than among those with other 
mental conditions. Among employees 
of mental hospitals, there was an 
incidence of 27% of pulmonary 
tuberculosis. The incidence of reinfec- 
tion-type pulmonary tuberculosis in two 
institutions for mental defectives was 


1:2%, a rate much lower than that 
among mental patients. This dif- 
ference is attributed to the earlier 
age at which mental defectives are 
admitted. Among employees in 
institutions for mental defectives the 
incidence was 1°4%. The author sug- 
gests that the cause of the high 
incidence of tuberculosis in mental 


institutions is the failure to recognize 
or seek out cases of tuberculosis among 
incoming patients, who then transmit 
the disease to others in the institution. 
In order to improve conditions in mental 
institutions, it necessary to make 
a thorough X-ray survey of all patients, 
to carry out X-ray examination on all 
new patients, and to segregate all 
patients with communicable tubercu- 
losis. Such surveys must be repeated 
annually for a considerable period of 
time. 


is 


Pneumonokoniosis from Synthetic 
Abrasive Materials. 
A. R. SmiruH and A. E. PERINA 
(Occupational Medicine, April, 1948) 
present evidence that exposure to dust 


from synthetic abrasive materials in 
high concentrations may produce 
pneumonokoniosis. They consider that 
further pathological studies are 
indicated in the behaviour of 
“carborundum” dust in the _ lungs, 
including the analysis of pulmonary 
tissue for free silica after the inhala- 
tion of “carborundum”. It is con- 


sidered that the role of “carborundum” 
in the causation of nodular fibrosis may 
have been incorrectly appraised. 
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British Wedical Association Mews. 


SCIENTIFIC. 





A MEETING of the Victorian Branch of the British Medical 
Association was held at Bendigo on Saturday, May 7, 1949, 
the President, Dr. Douatas Tuomas, in the chair. The 
afternoon session took the form of a series of clinical 
demonstrations by members of the medical staff at the 
Bendigo Base Hospital. At the evening session Dr. T. A. 
Lowe, Director of Medical Research at the Baker Institute, 
Melbourne, delivered an address on various tests of renal 
function with especial reference to the applicability and 
suitability of each of the tests in various pathological con- 
ditions in which it was suspected that the kidneys were 
ee. Part of this report appeared in the issue of June 4, 
1949. 


Subacute Bacterial Endocarditis. 


Dr. PHILIP GoopMAN showed an unmarried woman, aged 
twenty-four years, who was cured of subacute bacterial 
endocarditis by the use of penicillin from January 17, 1945, 
onwards, when penicillin was just becoming available in 
Victoria. The patient had been in bed for three months 
with rheumatic fever when aged eight years and for a 
similar period, because of a relapse, at the age of eleven 
years. When a third attack occurred a year later she was 
kept at rest for sixteen months and did not resume atten- 
dance at school. At the age of sixteen years she had 
another acute relapse and was totally invalided for two 
years. Dr. Goodman said that in June, 1943, he had com- 
menced prophylaxis with sulphanilamide (1°25 grammes 
daily), and, apart from herpes zoster in August, the patient 
had remained well until an abscessed molar tooth was 
extracted in November, 1944; then she suffered from malaise 
and headaches for a long time. She had consulted him 
on January 4, 1945, with dyspnoea, severe pain in the left 
hip and pyrexia. When, on January 10, petechie appeared 
on the fingers and arms, blood culture resulted in the growth 
of Streptococcus viridans. Penicillin was obtained and for 
three weeks from January 17 25,000 units were injected 
intramuscularly three-hourly. By February 1 she was 
apyrexial and felt well, and the pulse rate was approxi- 
mately 100 beats per minute. She spent only six weeks in 
hospital, but, on account of the cardiac disability, she 
stayed in bed for three years. In May, 1948, she had to go 
back to bed for two months because of infective jaundice, 
but, on August 8, 1948, under penicillin coverage, an 
abscessed wisdom tooth was extracted without ill effect. 
At the time of the meeting the patient was ambulatory 
and able to do light housework, though the heart was 
enlarged and she had the usual bruits of mitral incompetence; 
the latter was fairly well compensated, though she was 
breathless on occasions and took digitalis when required. 
For six years, since sulphanilamide prophylaxis was insti- 
tuted, she had not had a vestige of rheumatism and she was 
still having the tablets each day. 


Dr. RoBertT SouTHBy congratulated Dr. Goodman on the 
completeness of the presentation and on the satisfactory 
state of the patient. It was generally recognized that there 
was a tendency to get subacute bacterial endocarditis on 
top of damaged valves. There was a greater risk with 
local than with general anesthesia in extracting teeth in 
circumstances such as Dr. Goodman had described. Dr. 
Southby thought it possible that the patient had aortic as 
well as mitral disease. 


Dr. Douctas THOMAS also congratulated Dr. Goodman and 
went on to say that he had reviewed the subject for the 
congress at Perth in 1948. He said that, in three of the 
eleven cases which formed his group on that occasion, the 
bacterial endocarditis had followed dental extractions; the 
problem had been recently under discussion at a meeting of 
the Dental Association, and an American visitor had laid 
emphasis on the tendency in the United States to use 
procaine-penicillin as the local anesthetic and a sulpha- 
penicillin pack for the cavity. He added that the dosage of 
penicillin had to be increased enormously when recrudes- 
cences of subacute bacterial endocarditis occurred, because 
of rising resistance; the coefficient of resistance had to be 
ascertained and twenty million units of penicillin might 
be needed daily, but a 90% recovery rate was reported. 

Dr. H. Boyp GrAHAM referred to the desirability of routine 


use of penicillin for minor septic operations, such as the 
removal of teeth or tonsils. He mentioned the availability 


of reliable tablets, each containing 50,000 units of penicillin, 
ten of which should be sufficient if used the night before 








and several times on the day of operation and on the 
following day; that was a sound and practical suggestion; 
it would not cost the patient more than one guinea, which 
was a reasonable premium against the grave risk of the 
occasional septiceemic sequel. ; 


Dr. T. A. Lowe spoke of the basis for the practice of 
using penicillin only twice a day. Exposure of organisms 
to penicillin even for an hour checked their multiplication; 
in test-tube experiments, the antibiotic effect was demon- 
strable and delay in growth for up to twenty hours occurred 
after contact with penicillin in adequate concentration. It 
was not the maintenance of the concentration in the blood 
but the size of the initial and subsequent doses that was 
important. He added that by using penicillin by the oral 
route the concentration could be obtained when it was needed 
and the effect would last for many hours; penicillin for 
oral administration should be given on an empty stomach 
and should be repeated, say, twelve-hourly; it was the peak 
and not the level that mattered; he wished to support Dr, 
Graham in his advocacy of the routine use of penicillin to 
protect patients from the risk of septicemia. 


Fallot’s Tetralogy. 


Dr. M. BENSON showed a married woman, aged forty-two 
years, with multiple congenital cardiac anomalies of the 
type falling clinically into the syndrome closely resembling 
the tetralogy of Fallot. He commented on the woman’s age 
as unusually advanced, as the anomalies seldom allowed the 
subject to survive so long. He said that the patient’s mother 
had suffered from rheumatic fever during lactation and that 
the patient was not allowed to go to school until she was 
eight years of age as she was cyanosed and dyspneic from 
infancy. She had very little schooling and was so short 
of breath that she used to walk backwards when the wind 
was blowing her way. She could recollect that she was 
subject to bilious attacks and had measles and perhaps 
whooping-cough. She was kept from school by the influenza 
epidemic in 1919 and did not resume but stayed at home 
and was able to do light duty. She never played games or 
danced or worked, but occasionally spent an evening at the 
theatre or some other social gathering. She was in receipt 
of an invalid pension in 1927, but in 1929 her mother died 
and, with increased home responsibility, her migrainous 
vomiting became worse. Then, for the first time, she had 
a series of heart attacks without loss of consciousness, pain 
or palpitations; she just went cold and stiff from the toes 
upwards. In 1938 her father had a stroke, and she managed 
to nurse him for three weeks until his death. The effort 
brought about a severe heart attack, and she was admitted 
to hospital for three weeks and responded to infra-red 
therapy and prolonged warmth. In 1940 she married and 
later, with the onset of pregnancy, became very short of 
breath, so that it was necessary, in the second month, for 
the pregnancy to be terminated; spinal anesthesia was 
used and she was ten days in hospital. From August to 
October, 1946, she nursed her husband, who died of Bright’s 
disease. She then had a sudden seizure, which was probably 
a stroke, as she remembered that she felt her face drawn 
to one side, and though recovery was rapid, her memory 
deteriorated and she had remained in hospital thereafter. 
Dr. Benson described her condition at the time of the 
meeting. She was always short of breath on exertion and 
sometimes after slight emotional disturbance. The degree 
of blueness varied. Palpitations were occurring more fre- 
quently. She was most comfortable when prone or sitting 
up. She seemed to have been imperceptibly losing ground 
over the past ten years, but there had not been any great 
change in her condition. There was gross clubbing of the 
fingers. Dr. Benson then demonstrated from electrocardio- 
grams the evidences of right axis deviation and vertical 
position of the heart, from which it was adduced that the 
right ventricle was hypertrophied. On auscultation, a 
systolic murmur could be heard maximal in the third inter- 
costal space and also loud at the apex; the pulmonary 
second sound was about normal and was rarely accentuated, 
but it was difficult to hear because of the stenosis. The 
blood-pressure range was rather high, typical readings being 
about 150 millimetres of mercury, systolic, and 110 milli- 
metres, diastolic. Fluoroscopic screening revealed little 
waist-line or hilar shadow; the apex was prominent and 
the cardiac outline was shoe-shaped; the appearance of the 
“barium swallow” was normal; and the aorta was left- 
sided. The lung fields were not congested, but were not 
notably clear, as was the case with younger subjects. Dr. 
Benson explained that Dr. Clive Fitts had seen the patient 
in consultation with him very recently and agreed that she 
presented an example of Fallot’s tetralogy. Dr. Fitts had 
seen a similar patient in London, who was aged thirty-nine 
vears, the oldest he had seen. The oldest one known was 

















JUNE 11, 1949. 


THE MEDICAL JOURNAL OF AUSTRALIA. 


793 








a concert pianist who actively followed his vocation until 
shortly before his death at the age of fifty-nine years. Dr. 
Benson also mentioned that the red cell count of his 


patient was around 9,500,000 cells per cubic millimetre. 

Dr. ROBERT SOUTHBY congratulated Dr. Benson and thanked 
him tor the opportunity to see such an interesting patient. He 
ventured the opinion that the defect might be a septal one 


rather than the tetralogy, as she had led so active a life 
over such a long period. 
Dr. Dovuctas THomas said that he could accept three 


legs of the tetralogy—an interventricular defect, a reduction 
in the pulmonary flow and a large right ventricle—and 
though she might not, strictly speaking, have a biventricular 
aorta there was an aortic anomaly of some kind present. 
He commented that, had she been younger, a shunt opera- 
tion might have been helpful, but it was not justifiable to 
operate as things were. 


Acrocyanosis. 

Dr. E. W. TurNER showed a married man, aged fifty-nine 
years, who had suffered for a long time from acrocyanosis. 
He was a screen manufacturer, who had worked with 
graphite and heavy metals for forty years, and was a 
heavy smoker. The patient had stated to Dr. Turner that 
the trouble commenced in August, 1944, with swelling of 
the ankles and that each of the two medical practitioners 
whom he had consulted wanted to give him injections, 
but he had declined. In April, 1945, his fingers began to 
trouble him: first, the right forefinger and then the left 
one; next, the right little finger followed by the left one. 
The parts affected became blue, cold and swollen, with 
desquamation and a tendency to ulceration, but there was 
not much pain. All the fingers and the tips of the ears 
and nose became involved, and his medical adviser told him 
he had chilblains. As the winter advanced, the condition 
became worse. In October he consulted a dermatologist, 
who was unable to account for the changes in the 
extremities. The condition almost cleared up in the summer- 
time, but recurred with added severity in the winter of 1946 
and cleared again in the following summer. When the 
symptoms reappeared in May, 1947, he consulted the skin 
specialist again and had a course of “ray treatment’, during 
which a sore appeared on his face, and that was also 
treated with “rays”. The sore on the face spread with 
alarming rapidity, but the inflammation disappeared when 
the patient applied “Antiphlogistine’’ assiduously. The trouble 
became worse in April, 1948, and by July burning pain 
became a feature; for about two months the man had taken 
tablets of some kind without subjective or objective improve- 
ment. Early in October, he started to take ‘“Padutin” 
tablets, but the pain became almost unbearable and he got 
very little relief from ordinary analgesics. His sleep was 
seriously disturbed. The fingers and ears went “black” and 
sloughs formed on the edges of the ears and on the tip of 
the little finger of the left had with pronounced ulceration 
in places. There were some points of interest in the past 
history of the patient. In World War I he was rendered 
unconscious by an exploding bomb and a small piece of 
metal lodged in the back of his neck; this had not been 
removed. He also had “shell shock’’ during the war. For 
many years hemorrhoids had troubled him by prolapsing, 
but they had never bled. He had worked with graphite 
for forty years, using it daily as a lubricant in his trade in 
the mining industry and getting his hands liberally soiled 
with it. His hands were also constantly subjected to vibra- 
tion, and he had felt the cold severely for a few years. Dr. 
Turner said that when he examined the patient on October 
25, 1948, the pulse rate was 72 beats per minute, the 
systolic blood pressure was 126 millimetres and the diastolic 
74 millimetres of mercury; the radial vessels were some- 
what thickened. The patient was edentulous with well-fitted 
artificial dentures. Pallor of the face was noted, and 
though the heart was not enlarged the first sound at the 
mitral area was not clear and the presence of a presystolic 
murmur was suspected. The chest expansion measured two 
inches and the air entry was satisfactory. No mass of an 
abnormal nature was palpable anywhere. All the deep 
reflexes were present. No albumin or sugar was detected 
in the urine. His weight was nine stone two and a half 
pounds. Pulsation was normal in the posterior tibial and 
dorsalis pedis arteries. The fingers were dusky red, the 
skin having lost its normal appearance and become glassy 
and shiny. Patches of ulceration were present on the fingers, 
with definite sloughing of the tip of the left little finger, 
through which the terminal phalanx protruded; sloughs 
were also found on the edges of the ears, and there was an 
ulcer on the nose and atrophy of the skin of the cheeks. 
The osseous changes were thickening of the phalanges and 
destructive arthritis in the distal interphalangeal joint of 
the left index finger, which was more or less fixed in flexion. 


| 


Changes in the nails were also noted. The result of a 
Kline test was negative. The patient was moderately 
anemic, the hemoglobin value on October 26, 1948, being 


65%; the red blood cell count was 3,200,000 per cubic milli- 
metre and the white blood cell count 6200 per cubic milli- 
metre. In the films the red cells appeared to be hypo- 
chromic, and the amount of stippling usual with lead 
workers was seen; 75% of the white cells counted belonged 
to the polymorphonuclear group, 17% were lymphocytes, 


5% monocytes, 2% eosinophile cells and 1% basophile cells. 


On December 22, 1948, the red cell count was 2,500,000 per 
cubic millimetre, the white cell count was 4000 per cubic 
millimetre and the hemoglobin value was 60%. At the 
time of the meeting the patient was ambulatory and 
attended at Dr. Turner's request. The blueness, chilling 
and stiffening of the fingers were worse as the weather was 
cold. A noteworthy feature was the relatively healthy 


extremities. The patient was still 


appearance of the lowe: 
belied his wretched appearance, 


very anzemic, but his activity 


Dr. Turner said that more than a neurosis was present, 
but the diagnosis of Raynaud’s disease was not a sufficient 
explanation of the phenomena The patient had tried to 
minimize contact with metals and usually wore gloves 


he had also tried to reduce his consumption 
Dr. Turner asked for a discussion on the 
treatment, but said that he thought that 
or ganglionectomy would at best produce 


when at work; 
of tobacco. 

diagnosis and 
sympathectomy 


evanescent amelioration of the condition 
Dr. G. R. Davipson said that he had been asked to give 
injections to a woman with a similar condition and he used 


large doses of nicotinic acid and injections of staphylococcal 


toxoid; the patient was better afterwards than she had 
been for ten years. Some relief was obtainable by injection 
of the wall of the brachial artery with alcohol. 

Dr. W. W. LEMPRIERE said that he had found the case 


most fascinating but very complex; the man of sixty years 
in a dangerous occupation had gross peripheral circulatory 
obstruction, but was comparatively well in the deep organs, 
such as the liver, kidneys, heart and lungs. On the temple 
the atrophy and keratosis practically amounted to basal-cell 
carcinoma and there was probably a squamous epithelioma 
on the hand. Solar dermatitis or chronic arsenical poisoning 
had to be considered in the etiology as the patient was 
constantly handling zinc, lead and other metals out-of-doors. 


It was surprising that there was not more peripheral 
neuritis. 

Dr. T. A. LOWE considered that a persistent underlying 
arterial lesion was a reasonable postulate; with long- 
standing exposure to lead, general arterial disease was 
manifested. It was presumptive that he still had a great 
deal of lead in his system and he should be “de-leaded”. 

Dr. J. A. Troup said that he had seen the patient pro- 
fessionally on several occasions; the patient had come with 


terrific pains and Dr. Troup had regarded the condition as 
an acrovascular syndrome and had given him “Padutin"” 


treatment. He had wanted to use a powerful vasodilator to 
see if the patient was a suitable candidate for stellate 
ganglionectomy, but the treatment was refused. He still 
thought that bilateral stellate ganglionectomy would be 
the solution for the condition 

Dr. Dovuctas THOMAS asked whether there had been any 


blanching of the skin in the earlier attacks, but Dr. Turner 


said “no’’.. Dr. Thomas then expressed the view that the 
case was not strictly inside the field of Raynaud's 
phenomenon produced by episodic attacks of neurogenic 
origin. As the patient had obliterative arteriosclerosis the 


time for stellate ganglionectomy had gone, but it would not 
was in the same 


do any harm. Nicotinic acid treatment 
category. 
Dr. Troup explained that the preparation that he had 


intended to use as a test was an antispasmodic, neutralizing 
both sympathetic and parasympathetic actions and resulting 
in a greatly increased blood supply to the extremities. 


Dr. Roy Bean said that he had used the preparation 
mentioned by Dr. Troup: the patient had obtained benefit 
immediately, with relapse within twenty-four hours, but 
after another injection the patient had not had any further 
trouble for five months As the heavy metals might be 
involved in the etiolog British Anti-Lewisite (BAL) 
would be worth a trial 

Dr. Troup laid emphasis on the point that there was no 


and that everything in the 
the stellate ganglion. 
Dr. Davidson's 
relatively 
Sampson 
artery 
useful. 


limbs 
the level of 


lowe) 
ib Vet 


involvement of the 
clinical picture was 

Dr. W. R. D. GRIFFITHS 
gestion. The procedure, 
was introduced to the profession by 
He had injected the wall of the femoral 
whether lumbar sympathectomy would be 


supported 
he said, was 


sug- 
easy; it 
Handley. 


to see 
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Dr. Lowe drew attention to the danger of using BAL, as 
the effects of its compound with lead were worse than those 
of lead itself; as the patient was probably “leaded” its use 
was contraindicated. 


Dr. MICHAEL KELLY observed that the sympathetic fibres 
all ran with the main nerve trunks and could be traced only 
for a few centimetres along the main arteries. 


Supracondylar Fractures of the Humerus. 


Dr. E. SANDNER described a new technique for the reduction 
of transverse supracondylar fractures of the humerus with 
posterior displacement. He said that, for the past two or 
three years, he had been using the technique with satis- 
factory results; these results he demonstrated from two 
series of skiagrams. The technique had originated from 
an incident in which he treated a fracture of both bones 
of the forearm by the “ten-minute pull’ method advocated 
by Watson-Jones. Shortly afterwards he had to treat a 
supracondylar fracture of the humerus and it occurred to 
him that, if the lower fragment were to be replaced, the 
“ten-minute pull” would be needed to stretch the muscles 
of the arm adequately. To simplify the description, Dr. 
Sandner assumed that it was the left humerus that was 
fractured. He explained that the manipulations were per- 
formed with the patient under general anesthesia and 
that two assistants were required to help the surgeon. The 
limb was placed in the supine position. The first assistant 
ensured counter-extension by grasping the upper end of 
the humerus; he could maintain the counter-extension 
during the fatiguing ten minutes by standing at the head 
of the bed with one arm on either side of the bedpost, the 
patient being in such a position that, when the assistant 
was grasping the upper end of the humerus, his arms were 
fully extended. To avoid compression of the brachial 
vessels and nerves the upper end of the humerus was 
grasped in a special manner. The assistant placed his left 
hand over the lateral aspect of the upper portion of the 
patient’s arm and grasped the surgical neck of the humerus 
between fingers and thumb. The assistant’s right hand was 
placed on the medial side of the patient’s arm with fingers 
and thumb overlapping the fingers and thumb of the left 
hand. In that way, compression of the brachial vessels was 
avoided and, by applying pressure alternately with the 
fingers of either hand, the assistant could avoid fatigue of 
the fingers without changing his grip. Dr. Sandner then 
described the traction. With the elbow fully extended, firm 
steady traction was applied to the patient’s hand and wrist 
by the surgeon in charge; traction should be of such a 
magnitude as to produce obvious stretching of the skin 
in the region of the elbow. He had been able to maintain 
traction of this magnitude for about six minutes without 
undue fatigue, but he then handed over to the second 
assistant, who continued the traction for the rest of the 
ten minutes. The next step was the reposition of the lower 
fragment. To effect that, the lower fragment had to be 
pushed and pulled forward; while the second assistant was 
maintaining traction with the arm at a suitable angle, the 
surgeon rested the ulnar side of the clenched fist of his left 
hand on some flat, firm object placed on the bed, perhaps 
a brick wrapped in a towel or sheet, and attempted to push 
the lower fragment forwards by resting the lower fragment 
on the flexed first interphalangeal joint of the index finger 
of his left hand, meanwhile firmly pushing downwards with 
his right hand on the lower end of the upper fragment. 
That manceuvre tended to push the lower fragment forwards 
in relation to the upper fragment and at the same time 
fixed the region of the fracture for the last manceuvre of 
flexion with traction. This manceuvre was then described 
by Dr. Sandner. Having maintained traction for at least 
ten minutes and having fixed the region of the fracture, 
the surgeon called on the second assistant to flex the elbow 
joint by elevating the hand while maintaining traction in 
the line of the forearm. When flexion reached about 35° 
to 40° a distinct click or movement was usually heard or 
felt. When that signal occurred, traction was immediately 
stopped, but flexion was continued to its limit. If no 
distinct movement was felt, traction was stopped at about 
40° and flexion was continued. Dr. Sandner said that he 
considered that complete flexion was necessary, as well as 
forward pressure on the lower fragment during the whole 
of the process of flexion. In one of the cases that was not 
done and, although from subsequent skiagrams apposition 
of the fractured surfaces was demonstrable, the lower 
articular surface of the humerus was pointing straight 
downwards instead of downwards and forwards in relation 
to the long axis of the bone; that had necessitated further 
anesthesia with more forward pressure and flexion in order 
to gain correct position. Describing the after-treatment, 
Dr. Sandner said that when the arm was fully flexed, the 





limb was placed in a light plaster cast, extending from 
above the deltoid insertion to the wrist and bandaged with 
a crepe bandage, the wrist being supported by a cuff and 
collar. The patient was ambulatory and the plaster was 
removed after three or four weeks, dependent on the 
skiagraphic appearances. Active movements were then 
commenced; Dr. Sandner had not experienced any difficulty 
in obtaining full extension and had not resorted to any 
forcible extension at the elbow joint. Certain of his col- 
leagues and the members of the resident medical staff at the 
Bendigo Base Hospital had used the technique successfully, 
thus eliminating the personal factor and demonstrating 
that the manipulations could be used elsewhere with equally 
satisfactory results. 

Dr. MICHAEL KELLY congratulated Dr. Sandner heartily 
on spending thought and time in working out an important 
advance in the treatment of a difficult type of fracture. 

Dr. CHARLES STANLEY said that he had obse"'ved the patients 
with great interest; immediate skiagraphy was needed before 
the manipulations and that had been provided at the hos- 
pital. The results had been very good, not only ultimately, 
but by considerable shortening of the period of disability 
ot the patients. 


Rupture of Heads of Biceps Muscle. 


Dr. A. L. Newson showed two male patients, each aged 
forty years, to illustrate the effects of rupture of the heads 
of the biceps brachii muscle. 

Early in March, 1949, while lifting a block of ice, the 
first patient had felt something snap in the right shoulder 
with subsequent acute pain and loss of power in the arm. 
For eighteen months previously he had had a painful right 
shoulder with tenderness over the occipital sulcus, A few 
days after the injury in March the signs noted were 
extensive ecchymosis over the front of the shoulder and 
arm, shifting of the bicipital mass distally and a palpable 
coiled-up tendon at the head of the muscle mass. Dr. 
Newson referred to four points of interest. He said that 
rupture of a head of the biceps muscle was an injury 
of powerful men and was almost unknown in women; the 
patient was a man of good muscular development. Rupture 
was probably preceded by degenerative changes occurring 
in the tendon; the patient had had pain and tenderness for 
eighteen months. The question of operative repair of the 
torn tendon was very dubious, as it was often degenerated 
and frayed and other muscles were capable of compensating 
for the loss of the long head; if operative treatment was 
attempted, probably the simplest measure was to stitch the 
torn tendon to the strong deltoid insertion into the humerus. 

The second patient, while punching a football over his 
head in 1947, had been struck on the forearm by an 
opposing player’s fist; he felt a cramp in the arm, but 
continued to play. When examined a few days later, he 
had considerable bruising over the front of the arm and 
cubital fossa and shifting of the bicipital mass proximally; 
the coiled-up distal tendon could be felt in the lower end 
of the muscle mass. Dr. Newson said that operation was 
advised, but was refused by the patient. At the time of 
the meeting the patient claimed that there were no ill effects; 
he could stack cases of jam weighing eighty pounds without 
trouble. Dr. Newson commented on the great rarity of 
the injury; Gilchrist, in 1934, could find only nineteen cases 
in the literature. The nature of the violence was of 
interest—sudden extension of the forearm against a con- 
tracted biceps. He drew attention to the powerful muscular 
development and relative youthfulness of the patient; the 
injury usually occurred a decade or two earlier than the 
more common rupture of the long head. The slightness 
of the disability was due to the compensatory action of the 
brachialis. Finally, Dr. Newson stated that, as the whole 
of the biceps was rendered useless after rupture of the 
short head, operation was recommended and should follow 
the standard orthopedic principle for attachment of tendon 
to bone—drilling and suture. 

Dr. MicuaeEt KE.ty, referring to rupture of the long head 
of the biceps, said that the main attrition took place at the 
top of the shoulder and the structures there suffered with 
resultant periarthritis of the shoulder, fibrositis, sub- 
acromial bursitis and similar syndromes. He had come 
across a few instances of the condition; one patient had 
been under treatment for periarthritis for two years before 
the rupture and another was known to have had fairly 
advanced degeneration. He mentioned that, in some cases, 
the long tendon disappeared without known rupture; it 
had even been erroneously regarded as being attached con- 
genitally to the bicipital groove. 

In reply to a question from Dr. M. S. Benson, Dr. Newson 
said that perhaps the tendons coiled up as an elastic recoil 
phenomenon. 
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Leiomyoma of the Stomach. 


Dr. Newson then showed a married woman, aged sixty- 
four years, who, in August, 1948, had been admitted to 
hospital after a sudden severe hematemesis with the loss 
of approximately two pints of blood. She had had mild 
gastric disturbance for a few months with slight loss of 
weight. Tenderness was elicited over the left side of the 
epigastrium and, on two occasions, a mass was felt there. 
The stools became black and remained black until, on one 
day ten days after the original hwematemesis, repeated 
hematemeses occurred; as the hemoglobin value had fallen 
to 30% and the red blood count was only 2,000,000 cells per 
cubic millimetre, a transfusion of blood was given, which 
restored the hemoglobin percentage to a s&tisfactory level. 
By means of a barium meal, on September 15, a large filling 
defect was visualized radiographically on the posterior wall 
of the stomach and delay in emptying was demonstrated. 
At operation, on September 15, Dr. Newson found a nodular, 
roughly conical-shaped tumour of the posterior gastric wall 
projecting into the lesser sac; the maximal length of the 
tumour was three inches and the maximal width was twe 
inches. The tumour with the surrounding gastric wall was 
excised and the stomach was closed in two layers. Dr. 
Newson exhibited the skiagrams, the tumour and the 
microscopic sections and drew attention to three areas 
of ulceration on the intragastric summit of the tumour, 
from which the hematemeses had arisen. The patient had 
recovered and was free of symptoms and in good health. 
The growth was a leiomyoma. Dr. Newson commented that 
benign growths of the stomach were rare, but that leiomyoma 
was the commonest of them. Benign growths were impor- 
tant because of the severity of the symptoms, especially 
the hemorrhage, the amenability of the tumour to surgical 
removal, and the relationship to malignant disease; 
leiomyomata might go on to undergo sarcomatous degenera- 
tion. The symptoms were not characteristic enough for 
pre-operative diagnosis, but the well-defined filling defect 
after the barium meal, as in the case under consideration, 
might guide an expert to the correct explanation. The 
treatment was either local excision or, if malignant changes 
were suspected, partial gastrectomy. 

Dr. Roy Watson said that the tumour was a rarity and 
that Dr. Edgar King, of the Royal Melbourne Hospital, 
would like the specimen. 

Dr. J. E. Sewewti said that he had seen a patient with 
leiomyoma of the stomach who had had several hematemeses 
and severe gastric colic, and in whose stomach a large 
filling defect had been demonstrated. The condition was 
diagnosed as inoperable carcinoma, but he had seen a large 
tumour through the gastroscope and had persuaded Dr. 
Leonard Ball to open the stomach; a pedunculated leiomyoma 
was removed which had peeled out quite readily. Although 
benign tumours of the stomach were rare, Dr. Sewell 
advocated gastroscopy as an adjunct to accuracy in 
diagnosis. 

Dr. J. A. Troup said that he had seen a patient with a 
condition of the type under discussion with the late Dr. 
Mervyn Stewart, who had removed the posterior wall of 
the stomach with a happy result. 

Dr. W. R. D. GRIFFITHS said that Dr. Greening, of Ballarat, 
had shown a similar patient some years earlier; he recalled 
the sudden collapse of that patient and the need for trans- 
fusion, but none of her attendants could be sure that she 
had lost any blood; Dr. Leslie Hurley had surmised that 
she must have been bleeding from the stomach and, at 
operation, a leiomyoma was discovered and removed. 

Dr. E. R. Ricuarps, of the Commonwealth Health Labora- 
tory, Bendigo, said that the occurrence of fibromyoma of 
the wall of the stomach had twice been certified at the 
laboratory and he had a third instance under consideration. 
He had received one of the specimens from Dr. P. N. 
Jenkins, of Maryborough, but the patient had since died; 
the usual cause of death was gastric hemorrhage. 

Dr. Dovaitas THOMAS stressed the tendency to ulceration 
and said that he could quote a number of cases. The 
classical radiographic appearance was the presence of a 
ring of barium near the pylorus; the polypoid tumour might 
pass backwards and forwards through the pylorus and the 
ring formed during temporary protrusion of the mass. 


Carcinoma of Smail Intestine. 


Dr. A. L. Newson also showed an unmarried woman, aged 
sixty-eight years, who had come under notice in November, 
1948. The first symptom reported by the patient was that 
she had become increasingly constipated during the previous 
eight or nine months, but she had also had a lot of intestinal 
gurgling and colic with some vomiting and finally distension 
and the appearance of knots of small intestine visible through 
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the abdominal wall. She had lost about three stone in weight 
during the year. No relevant facts emerged from a dis- 
cussion of the history prior to 1948. At the examination 
made in November 26, 1948, she was found to be emaciated 
and the tongue was dry and dirty; the abdomen was very 
distended and the coils of small intestine were visible. The 
site and nature of the obstruction were not defined by radio- 
logical study or internal examinations and laparotomy was 
performed on November 29. An annular constricting 
carcinoma of the lower part of the ileum was found with 
great dilatation above it and collapsed bowel below. There 
was a Chain of malignant glands in the corresponding seg- 
ment of the mesentery and a string of hard glands along 
each side of the aorta. The liver did not appear to be 
involved. The growth could not be resected because of the 
involvement of the paraaortic glands, so the obstruction was 
short-circuited by an _  antiperistaltic enteroanastomosis 
between a dilated and a collapsed loop. The obstructive 
symptoms disappeared in a few days. Since the operation 
the woman had regained her health, had normal bowel 
function and was heavier by about two stone. Dr. Newson 
commented on the rarity of malignant tumours of the small 
intestine, which accounted for only 3% of tumours of the 
whole gastro-intestinal tract, but said that adenocarcinoma 
was the commonest of them; the site was usually in the 
proximal quarter of the jejunum or the distal quarter of the 
ileum, the former being the more common of the two. There 
were two types of carcinoma found in the smal] intestine: 
the annular constricting adenocarcinoma leading to obstruc- 
tion and the polypoid type, which might set up intussuscep- 
tion. The example before them belonged to the first type 
owing to the fluid nature of the contents of the small 
intestine, the obstructive signs which led to diagnosis were 
delayed, so that the prognosis was bad; only 5% of such 
patients survived for five years after resection. He added 
that both types of tumour metastasized early to the mesen- 
teric glands. The symptoms before obstruction were merely 
those of any intestinal malignant growth in the earlier stages, 
but the localization of the lesion was very difficult; that 
increased the difficulty of accuracy in diagnosis. The later 
symptoms were those of partial or complete obstruction. As 
a result of radiographic investigation, approximately half of 
the patients were considered, at the time of the investigation, 
to show features within the bounds of normality. In treat- 
ment, the surgeon had to decide whether the carcinoma was 
resectable; if resection was advisable, it should be a wide 
resection of the bowel and the lymphatic field; if it was 
decided not to resect, the short-circuiting operation, per- 
formed in the case under consideration, offered the patient 
the best prospects. 





Ropal Australasian College of Surgeons. 


ALL members of the medical profession are invited to the 
following lectures to take place in the Stawell Hall, 145 
Macquarie Street, Sydney, on Wednesday, June 15, 1949 

A combined meeting of the Royal Australasian College of 
Surgeons and the Urological Society of Australasia (the 
meeting originally arranged for June 22) will be held at 
8 p.m. The subject will be “Stress Incontinence” and the 
speakers Dr. F. A. Maguire and Dr. Frank Macky, F.R.A.CS., 
of New Zealand. The discussion will be opened by Dr. Eric 
Riches, of the Middlesex Hospital, London. 

Dr. John Borrie, F.R.C.S., Assistant Thoracic Surgeon to 
the Durham County Council, will speak on “The Treatment 
of Carcinoma of the Cardio-csophagea! Junction” at 5 p.m. 


—<$<<—<—<——_—____ 


Correspondence. 


NINTH DIVISION MEDICAL SERVICES ASSOCIATION. 


Sir: At a meeting held on Wednesday, May 25, the Ninth 
Division Medical Services Association was formed for the 
purpose of rekindling the good fellowship that was built 
up during the war years. Colonel (Dr.) Alan Frost, of 
Bellevue Hill, was unanimously chosen to be the first 
president, and with a live and enthusiastic group of 
executives to support him, a good future is hoped for, but 
to achieve our object we need members to attend our meetings 
regularly. 

The next genera] meeting has been fixed for Wednesday, 
July 6, at 7.45 p.m. in the Australian Flying Club Rooms, 
Second Floor, 830 George Street, Sydney (opposite Wynyard 
Station), but in the meantime the secretary, Mr. Frank True, 
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232a Glebe Point Road, Glebe Point (telephone 


will be pleased to give all particulars. 
Yours, etc., 
R. L. Warp, 
Publicity Officer. 


Flat 7, 
MW 3091), 


Chalmers Street, 
Sydney, 
June 1, 1949. 
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Dbituarp, 


PIPER. 





JAMES ERNEST 


death of Dr. James Ernest 


WE regret to announce the 
1949, at Geelong, Victoria. 


Piper, which occurred on May 25, 


Motice. 


A REUNION WEEK will be held at Saint Vincent's Hospital, 
Sydney, from September 26 to_ 30, 1949, for former resident 
medical officers, graduates and students. A letter dealing 
with the reunion is being forwarded to all former resident 
medical officers and others. Further information may be 
obtained from Dr. Bruce Hall, the honorary secretary, 185 
Macquarie Street, Sydney. 
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JNominations and Clections. 


THE undermentioned has applied for election as a member 
of the New South Wales Branch of the British Medical 
Association: 

Kellow, 
Maitland Hospital, 


Henry Edward, M.B., B.S., 1947 (Univ. Sydney), 
West Maitland, New South Wales. 


Australian Medical Woard JOroceedings. 
NEW SOUTH WALES. 


THE undermentioned have been registered, pursuant to 
the provisions of the Medical Practitioners Act, 1938-1939, 
of New South Wales, as duly qualified medical practitioners: 

Mahon, Edward MacMahon, M.R.C.S. (England), L.R.C.P. 
(London), 1913, c.o. Bank of New South Wales, 
Sydney. 

Moss, Francis John, M.B., B.S., 1936 (Univ. 
Institute of Medical Research, Royal 
Hospital, St. Leonards. 

Stewart, John, M.B., Ch.B., 1926 (Univ. 
Pittwater Road, South Narrabeen. 

Urquhart, Donald William, M.B., Ch.B., 1940 (Univ. 
Zealand), 9 Hipwood Street, Kirribilli. 

Wilson, Chester Gilmore, M.B., B.S., 1944 (Univ. 
land), c.o. Reverend T. W. Tugwell, The 
Lindfield. 


Melbourne), 
North Shore 


Glasgow), 239 
New 


Queens- 
Rectory, 





QUEENSLAND. 


THE undermentioned have been registered, pursuant to 
the provisions of The Medical Acts, 1939 to 1948, of Queens- 
land, as duly qualified medical practitioners: 


Michael Raphael, M.B., Ch.B., 
(Univ. Dublin), Stanthorpe. 

Couani, John, M.B., B.S., 1948 (Univ. Sydney), c.0o. 
Commonwealth Health Laboratory, Townsville. 

Fitzhardinge, Patricia Bleakley, M.B., 1944, B.S., 
(Univ. Sydney), 55 Guy Street, Warwick. 

Harvey, William Gourlay, M.R.C.P., L.R.C.P., 
(London), c.o. Repatriation Commission, 
House, Elizabeth Street, Brisbane. 

Palmer, George, M.B., B.S., 1948 (Univ. 
General Hospital, Brisbane. 

Porter, Kingsley Clarence, M.B., B.S., 1942 (Univ. 
Adelaide), D.T.M. and H., 1948 (Univ. Sydney), c.o. 
Commonwealth Health Laboratory, Rockhampton. 


Coolican, B.A.O., 1922 
1945 


1928 
Perry 


Sydney), Brisbane 











The following additional] qualification has been registered: 
McSweeny, Anthony Francis, ‘Alexandra’, Wickham 
Terrace, Brisbane, M.Ch. (Orth.) (Univ. Liverpool), 

1948. 


Wedical Appointments, 


Dr. O. W. Leitch has been appointed Assistant Medical 
Superintendent (Surgical Branch), Royal Adelaide Hospital, 


Adelaide. 


Diarp for the Month. 


13.—Victorian Branch, B.M.A.: Finance, House and 
Library Subcommittee, 

14.—New South Wales Branch, 
Finance Committee. 

JUNE 15.—Western Australian Branch, B.M.A.; General Meeting. 

JuNE 16.—Victorian Branch, B.M.A.: Executive Meeting. 

JUNE 21.—New South Wales Branch, B.M.A.: Medical Politics 

Committee. 


Wedical Appointments: Important Motice, 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary:Secretary of the Branch concerned, or with 
the Medical Se¢retary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Honorary Secretary, 135 Macquarie 
Street, Sydney): Ashfield and District United Friendly 
Societies’ Dispensary; Balmain United Friendly Societies’ 
Dispensary; Leichhardt and Petersham United Friendly 
Societies’ Dispensary; Manchester Unity Medical and Dis- 
pensing Institute, Oxford Street, Sydney; North Sydney 
Friendly Societies’ Dispensary Limited; People’s Prudential 
Assurance Company Limited; Phoenix Mutual Provident 
Society. 

Victorian Branch (Honorary Medical Society Hall, 
East Melbourne): Associated Medical Services Limited; 
all Institutes or Medical Dispensaries; Australian Prudential] 
Association, Proprietary, Limited; Federated Mutual 
Medical Benefit Society; Mutual National Provident Club; 
National Provident Association; Hospital or other appoint- 
ments outside Victoria. 

Queensiand Branch (Honorary Secretary, 
Wickham Terrace, Brisbane, B.17): 
Friendly Societies’ Medical Institute; Bundaberg Medical 
Institute. Members accepting LODGE appointments an 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement to 
the Council before signing. 

South Australian Branch (Honorary 
Terrace, Adelaide): All Lodge 
Australia; all Contract Practice appointments 
Australia. 

Western Australian (Honorary 
zeorge’s Terrace, Perth): Wiluna Hospital; 
Practice appointments in Western Australia. 
ment appointments with the exception of 
Department of Public Health 


a tel emaadh 
Editorial Motices, 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
Maptcat JOURNAL OF AUSTRALIA alone, unless the contrary be 
stated. 

All communications should be addressed to the Editor, THB 
MepIcaAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales (Telephones: MW 2651-2.) 

Members and subscribers are requested to notify the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of journals unless such notification is received within one 
month. 

SuBSscRIPTION RatEs.—Medical students and others not 
receiving THE MEDICAL JOURNAL oF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rate is £3 
per annum within Australia and the British Commonwealth of 
Nations, and £4 10s. per annum within America and foreign 


countries, payable in advance. 
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